


Chapter 4: Georgia-specific Scan

Quality Improvement

Often, Medicaid agencies evolve in their role as purchasers. In the early evolutionary phases,
they focus on building infrastructure, designing and implementing new delivery systems, and
the like — as DCH has done in recent years with Georgia Families. DCH has established an
infrastructure and internal processes to support the collection and more meaningful use of
quality performance and outcomes data; however, as described below, there are still limitations
with this data:

e Performance measures the CMOs are required to meet have been modified annually,

so performance cannot be meaningfully trended over time.

e Because of the methodology used to collect the data and, in some cases to define the

measures, some of the data cannot easily be compared to national benchmarks.

e DCH is requiring the CMOs to work on nine Performance Improvement Projects
(PIPs) and hundreds of network deficiency corrective action plans. Tracking such a
large number of initiatives poses the risk that the CMOs will be unable to commit the
necessary resources to implement the planned interventions and/or DCH will be
unable to commit the necessary staff and other resources to effectively track progress
and support the CMOs in their efforts. Furthermore, achievement of target rates is
less likely when more targets are set and more interventions are required to achieve
those targets - CMO and DCH resources are likely to be diluted as they are spread

across many initiatives.

DCH is working to evolve the Georgia Families program from a start-up program to a more
mature program. In general, DCH is working to transition from a system focused on operations
such as paying claims and recruiting and retaining providers to a more sophisticated purchaser
focusing on quality of care and member outcomes. Quality measurements and outcomes have
been evolving over the past several years for Georgia’s Medicaid program as a whole and, in
particular, for Georgia Families. For example, DCH aligned HEDIS® and AHRQ performance
measures for the FFS and Georgia Families populations. The availability and credibility of these
metrics will allow the DCH to compare Georgia Medicaid to other states and identify areas for
improvement.® Additionally, Georgia was recognized in the U.S. Department of Health and
Human Services 2011 Annual Report on the Quality of Care for Children in Medicaid and

6 Quality Strategy Report, Updated November 2011. (See Appendix K for DCH’s prior Quality Strategy Report.)
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CHIP. "Georgia reported 18 of the initial 24 Children’s Health Insurance Program
Reauthorization Act (CHIPRA) measures in FY 2010, more than any other state," the report said.
"Moreover, the state actively uses the quality measures to assess managed care organizations'
achievement against targets, develop performance improvement plans and enforce contractual
provisions related to quality of care. Georgia has taken a proactive role in designing its data
systems to support quality measurement at the state level." The report also gave the State credit
for an eight percent increase in the number of children receiving preventive dental services
from federal fiscal year 2000 to 2009.6!

In short, DCH is just beginning to move into the next evolutionary phase, which is
characterized by: consistently trending quality of care and outcomes data over time;
implementing interventions to impact outcomes; frequently measuring outcome measures and
the structure and process measures which might serve as interim measures of success; and
implementing strategies to align incentives among the state agency, its vendors and providers

so that all parties are working toward common goals.

Among the steps DCH has taken or is taking to improve quality in terms of access, transparency

and performance are the following;:

e Instituted quality measurement and performance improvement initiatives and
established a transparent system which permits Medicaid and PeachCare for Kids®

members and providers to view quality-related metrics on the Internet

e Established an auto-assignment methodology that assigns new membership to
CMOs based on selected quality measures, which only nine additional states
reported as also incorporating in their methodologies based on a recent study (see
Figure 4.17 below)

e Established PIPs to monitor and improve quality of care through HEDIS®-based

measurements

e Established various quality initiatives including the Planning for Healthy Babies™
and Know Your Numbers projects

1 U.S. Department of Health and Human Services. 2011 Annual Report on the Quality of Care for Children in
Medicaid and CHIP. September 2011.

NAVIGANT 425



Chapter 4: Georgia-specific Scan

Opportunities exist for DCH to more effectively use data it is now gathering and planning
to collect — to incentivize and encourage better quality or outcomes by linking performance
to incentive payments or payment withholds. See Figure 4.17 below for information about
states using these strategies in payment structures with MCOs. Additionally, three quarters
of states contracting with MCOs reported in a recent study that they publicly report
performance measures.®> We encourage DCH as it moves into its redesign to carefully
consider what baseline data is necessary to use in monitoring ongoing success and how to
establish that data.

Figure 4.17: Use of Quality Tools by State®3

Quality Factors Included in
Auto-Assignment

MCO Capitation Rate-Setting Methods

Algorithms and Pay-for-Performance Strategies Public Reporting
of MCO and
Plan Quality Other Capitation Shared L EC ORI
Performance Performance Withhold D Savings Other Reports
Measures
Georgia X X X
Arizona X X X
Arkansas X
California X X -
Colorado -
Connecticut ~
Washington, D.C. X X
Delaware
Florida ~
Hawaii X -
Mlinois X X -
Indiana X
Iowa X
Kansas
Kentucky
Maine ™
Massachusetts X X »
Maryland X X x
Michigan X X X ~

%2 Smith, Gifford and Ellis. Moving Ahead Amid Fiscal Challenges: A Look at Medicaid Spending, Coverage and
Policy Trends Results from a 50-State Medicaid Budget Survey for State Fiscal Years 2011 and 2012. Kaiser
Commission on Medicaid and the Uninsured, October 2011.

% Smith, Gifford and Ellis. Moving Ahead Amid Fiscal Challenges: A Look at Medicaid Spending, Coverage and
Policy Trends Results from a 50-State Medicaid Budget Survey for State Fiscal Years 2011 and 2012. Kaiser
Commission on Medicaid and the Uninsured, October 2011.

6+ Thirty-six states contract with MCOs. All states did not respond to this question.
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Quality Factors Included in
Auto-Assignment
Algorithms

MCO Capitation Rate-Setting Methods
and Pay-for-Performance Strategies Public Reporting
of MCO and

her PCCM Qualit
Plan Quality Othe Capitation Shared ° y
Performance . Bonus . Other Reports
Performance Withhold Savings
Measures

Minnesota X X X
Missouri X X X X
Mississippi
Nebraska X X
New Jersey
New Mexico X
Nevada
New York X X
North Carolina
Ohio X X X
Oklahoma
Oregon

>

Pennsylvania X X
Rhode Island X
South Carolina X
Tennessee X X
Texas X X
Utah X

Virginia

<

Vermont

Washington
Wisconsin X X X
West Virginia
Total 9 5 12 10 1 6

X R XY XXX XR|Y XX XXX X | X[ XX

(€8]
[o)}

2. Fee-for-Service Delivery System Program Features and Infrastructure

As noted above, some of Georgia’s Medicaid members who have the most complex needs
receive care through the FFS delivery system. Among these are children in foster care, people
who are dually eligible for Medicare and Medicaid, as well as people who are receiving long-
term care (LTC) services (whether in an institution or in the community through a Home- and
Community-based Services [HCBS] Waiver). These subpopulations are described briefly below.
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Fee-for-Service Populations

Children in Foster Care

The Georgia Department of Human Services Division of Family and Children Services (DFCS)
is responsible for assuring that children who cannot remain with their birth families be placed
in safe and nurturing homes. DCH is responsible for coordinating the delivery of health care
services for children in foster care. As of FY 2010, 26,845 children were in foster care in

Georgia.®

Children in foster care present unique challenges to Medicaid programs in delivering their
health care services. Many children in foster care require care for chronic physical and
behavioral health problems as well as psychosocial services. Providing the necessary services
and coordinating care without duplicating services and efforts is challenging. Although they
have these unique needs, they are managed through a delivery system that in many ways
resembles that which was in place in the early 1990s — one in which they do not have access to

care management.
Dual Eligibles

Dual eligibles are individuals who are eligible for and participating in both Medicaid and
Medicare (i.e., dual eligibles). Medicare covers most of the acute care costs for dual eligibles;
therefore, their average Medicaid PMPM costs are lower than that for non-dual eligibles who
are aged, blind or disabled. (See Appendix 1, Figures 1.25 and 1.26.)

Individuals Receiving Long-term Care and Home- and Community-based Services

At any given time, Georgia has approximately 26,000 individuals in a Skilled Nursing Facility
(SNF). Reimbursement rates to SNFs have been held constant since 2006. However, SNFs are
eligible for several add-on payments and, as a result, have been able to increase their revenues

despite the constant rates. SNFs are eligible to receive add-on or incentive payments based on:

¢ Meeting minimum staffing requirements of 2.5 nurse hours per day per resident.

Payment is based upon the SNF’s self-reported data

6 SFY 2010 Data and Thomson Reuters Commissioners Reports.
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e Having at least a minimum percentage of residents whose cognitive scores exceed an

established level using a SNF-administered cognitive evaluation
e SNF-administered oral survey to seek residents’ opinions regarding quality of care
Overall, Georgia already experiences lower-than-the-national-average Medicaid LTC
expenditures despite the roughly equal elderly composition of the population as shown in

Figure 4.18.

Figure 4.18: LTC as a percent of Total Medicaid Expenditure FY 2009
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0% | 1
Georgia US Average

In FY 2009, Georgia spent 57 percent of total Medicaid LTC expenditures on nursing home care
as compared to 42 percent for the United States. Also, Georgia spending for home and personal

care was 37 percent of total spending, while the national average was 43 percent.

States have used HCBS waivers as an opportunity to move a greater portion of members
needing LTC services into non-institutional settings as opposed to traditional nursing home
facilities. Within the FFS delivery system, DCH provides administrative oversight of six HCBS
waiver programs. Additionally, Service Options Using Resources in a Community
Environment (SOURCE) is an enhanced primary care case management (EPCCM) program that
provides services that are similar to HCBS waiver services. Figure 4.19 provides a high-level
description of each of these programs.

% Kaiser State Health Facts.
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Figure 4.19: Georgia’s HCBS Waiver Programs

HCBS Waiver

Description

No. of Members
(SFY 2011)¢”

program and serves individuals 65 years and older who
have at least one chronic condition and are enrolled in
Medicaid. Links primary medical care and case
management with many referred providers of approved
long-term health services in a person’s home or
community to prevent hospital and nursing home care.

Community Care Service | Provides services to people who are functionally impaired 13,182
Programs (CCSP) or disabled, helping members to remain in their own
homes, the homes of caregivers or in other community
settings as long as possible.
Georgia Pediatric Provides services to medically fragile children with 479
Program (GAPP) multiple system diagnoses. Services are provided in their
homes and communities and in a ‘medical’ daycare
setting as an alternative to placing children in a nursing
care facility.
Independent Care Waiver | Offers services that help a limited number of adult 1,767
Program Medicaid members with severe physical disabilities live in
their own homes or in the community instead of a hospital
or nursing facility.
Katie Beckett Provides benefits to certain children 18 years of age or less 2,943
who qualify as disabled individuals under §1614 of the
Social Security Act and who live at home, rather than in
an institution.
New Options Waiver Offers HCBS for people with mental retardation or 14,923
Program (NOW) and developmental disabilities.
Comprehensive Supports
Waiver Program (COMP)
SOURCE A program that utilizes selected features of an EPCCM 46,904

Based on interviews with DCH and sister agency staff, we identified a number of challenges

with the current waiver delivery systems — challenges that are common to those identified in

some other states. Georgia has multiple waiver programs, and the rules under which these

programs operate vary. Some individuals could qualify for multiple waiver programs, which

provide similar sets of services but that have differing service definitions. Each waiver may pay

providers different rates for the same or similar service depending on the waiver under which

treatment is being provided. Also, assessments are often provided by different agencies or

7 All data, except KB, from SFY 2011 rpt for catherine.xlsx ; KB from 1- September 2011 Medicaid Sr Management

Report.xls;
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entities using or applying guidelines differently. Or, assessments may also be provided by the
same agency that provides the waiver services. This is a practice that some states have begun to
question due to the potential to introduce perverse incentives, particularly in the face of a
downturned economy and fiscal pressures. Additionally, like many states, DCH relies on sister
agencies to provide the day-to-day management of some of the waiver programs. This
arrangement presents challenges, as DCH is the agency responsible for Medicaid program
oversight and program funding; however, other agencies are managing and monitoring the

programs.

Many studies have debated the cost-effectiveness of HCBS versus traditional nursing facilities;
however, recent reports find that expansion of HCBS can cause a short-term increase in overall
spending, followed by a reduction in institutional spending, netting long-term cost savings
overall.® Traditional FFS delivery systems, like Georgia’s, coupled with HCBS waiver
programs that cap participation, typically offer little in the way of controls for reducing nursing
home admission rates and the timeframe within which the member becomes eligible for nursing

home care.

Georgia expanded member access to self-directed services via the Money Follows the Person
program (MFP) which was implemented on September 1, 2008. Through partnerships with the
Department of Human Services, the Department of Behavioral Health and Developmental
Disabilities, the Department of Community Affairs and other state and local agencies and
organizations, DCH’s goal was to transition 1,558 individuals from institutional settings to the
community. Based on data through June, 2011, the project has provided positive results. This
includes Medicaid savings PMPM and happiness with living situations.®® Georgia is currently
developing a 1915(i) state plan amendment to provide community services to people with
severe mental illness, which will allow MFP to add this group as a target population. Georgia is
working to expand the availability of MFP-qualified housing options and has increased the

number of rental vouchers.

Service Utilization and Quality of Care in the FFS Delivery System

As described above, Georgia Families is designed to provide members assurances regarding
access to and quality of care and an infrastructure to support members in accessing care. Below,

Georgia’s FFS Medicaid delivery system is compared and contrasted to Georgia Families.

68 http://www.lhc.ca.gov/studies/activestudies/longtermcare/KayeAdditionalMay10.pdf
¢ http://dch.georgia.gov/00/article/0,2086,31446711_131673936_158019816,00.html
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¢ Medical Home — Members are not assured or required to have a medical home.

e Member Assessment — With the exception of individuals receiving LTC services,
members are not subject to an assessment, nor is there a broad-based process for

coordinating services to prevent duplication of services.

e Provider Credentialing — Every Medicaid provider is required to enroll with DCH,
but Medicaid does not perform credentialing activities comparable to those required
of the CMOs.

e Provider Network Composition — Any willing and qualified provider is permitted
to participate in Medicaid, and Medicaid FFS members have the option to seek care
with any of these providers. The federal Medicaid statute establishes a standard for
access by requiring that Medicaid payments for covered care and services “are
consistent with efficiency, economy and quality of care and are sufficient to enlist
enough providers so that care and services are available under the plan at least to the
same extent that such care and services are available to the general population in the

geographic area.”

¢ Quality Measurement — As with Georgia Families, DCH’s tracking of quality
metrics for the FFS delivery system has been an evolving process. DCH has used its
Georgia Families quality infrastructure as a foundation for building a more rigorous

quality measurement process for FFS.”

Based upon available data, there appears to be inappropriate utilization in the FFS delivery
system and an opportunity for improvement. Cost savings achieved through reducing
inpatient days are offset by the increasing trend in emergency department visits per member.
While members have increased access to preventive services, quantifying the effects has been
difficult using PMPM cost data. Utilization of preventive services has not yet been reflected in

other utilization metrics such as emergency department visits.

DCH has experienced somewhat positive results in controlling avoidable admits and
preventing readmissions among all Medicaid eligible members.”? Compared to 2009, avoidable

70 In FFS, DCH's chart reviews are conducted for an individual regardless of the duration for which that individual is
continuously enrolled in the program. This differs from NCQA criteria, which require that an individual must be
continuously enrolled in the health plan or program for at least a minimum number of months to be counted.

7! Note that the data source indicates “all eligible members”. Therefore, this data is not necessarily limited to the FFS
population.
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admissions in 2010 declined for 7 of the 12 conditions measured for avoidable admissions per
1,000 members. As a result, net expenditures on admissions considered avoidable declined by 4
percent year over year, saving $5,900,000 versus 2009.”2 Figure 20 shows the change in
avoidable admissions per 1,000 members between 2009 and 2010.

Figure 4.20: Change in Avoidable Admits per 1,000 members between 2009 and 20107
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DCH has taken a number of steps to try to improve the quality of care provided through the

state Medicaid program, for example:

e Obtained Center for Medicare and Medicaid (CMS) approval for updates to Health
Check (Georgia’s Early Periodic Screening, Diagnosis, and Treatment [EPSDT]

Program) to revise provider payment rates for screenings and immunizations.

e Aligned EPSDT periodicity schedules for the FFS populations with schedules for
Georgia Families. Both programs’ schedules now reflect industry standards using
the American Academy of Pediatrics’ 2008 Bright Futures Periodicity Schedules.

72 Avoidable Admissions Report Fiscal Year 2009 to 2011. Thomson Reuters provided this report to the Georgia
DCH. Complete 2011 data was not available at the time of this report generation.
73 Avoidable Admissions Report Fiscal Year 2009 to 2011. Thomson Reuters provided this report to the Georgia
DCH. Complete 2011 data was not available at the time of this report generation.
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Of the six core utilization measures the CMOs started reporting initially to DCH in 2008, overall
improvements have been made in two of the six from 2008 to 2010 levels, while the results have
been mixed for the other four. These utilization measures are HEDIS®-based performance
measures reported annually and validated by DCH’s External Quality Review Organization
(EQRO). Positive patient behaviors related to these measures are known to have positive health
effects in the long-term and lead to lower hospitalization rates and ED visits. While it is notable
that DCH has, for these measures, compared FFS to Georgia Families experience, there are

substantial data limitations that must also be noted:

e Itis not possible to determine from the available data the extent to which Georgia
Families led to increases or decreases in quality performance, or whether these rates
were approximately the same for this population prior to the implementation of
Georgia Families.

e A comparison of FFS to Georgia Families might, at first glance, appear to be useful.
However, the dramatic differences in the underlying demographics and service
needs of the Georgia Families and FFS populations make this comparison difficult to
interpret. As HEDIS® rates are not risk-adjusted and we are unable to adjust for the
higher risk of the FFS population and the resulting rates, we are not able to
meaningfully compare the FFS rates to the CMO rates. The difference in the
experience of these two delivery systems could be due to the underlying population
differences, due to the different delivery systems, or due to a combination of the two.
Unfortunately, there is no way to determine the precise cause with the data

available.
Regardless of the limitations above, the slight increases in FFS performance on all of the
measures seems to indicate that some improvements might have been achieved through DCH’s

recent efforts to improve quality of care for FFS members.

We encourage DCH to begin now to collect baseline data as it moves into its redesign, which
will enable DCH to meaningfully assess the impacts of the selected design strategy.

NAVIGANT .y



Chapter 4: Georgia-specific Scan

3. Other Georgia Medicaid Initiatives

DCH has undertaken a variety of other initiatives to improve Medicaid program operations and
quality. Some of the key initiatives are highlighted below.

e The DCH Medicaid Non-Emergency Transportation (NET) program provides
transportation for eligible Medicaid members who need access to medical care or
services. Starting in 1997, Georgia Medicaid contracted with a broker in each of five
regions to administer and provide transportation services for eligible Medicaid

members. The brokers are responsible for:

Recruitment and contracts with transportation providers
Payment administration

Gatekeeping and verification of need

Reservation and trip assignment

Quality assurance

AL e

Administration oversight and reporting

e Planning for Healthy Babies™ program, Georgia's family planning demonstration
waiver created by the DCH, was developed to assist DCH in reducing the number of
low birth weight and very low birth weight births in Georgia. This program offers

family planning services for eligible women in Georgia and began in January 2011.

e DCH launched the Medicaid Electronic Health Record (EHR) incentive program in
September 2011. This incentive program has paid out more than $16.5 million to
eligible Medicaid professionals and hospitals that have adopted EHRs.7

¢ DCH implemented the Medicaid Management Information System (MMIS) on
November 1, 2010 which is an integration of computer systems that work together to
process Medicaid and PeachCare for Kids® claims and other pertinent information
related to the management of the Medicaid and PeachCare for Kids® programs.
DCH recently completed the certification process for the new MMIS and is expecting

CMS approval.”

7 DCHNOW 12.5.11
> Medicaid Management Information System Implementation. Available Online:
http://dch.georgia.gov/00/article/0,2086,31446711_152763481_152599191,00.html
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e DCH also plans to launch an interagency Medicaid Eligibility system on January 1,
2014. The new system will provide more timely eligibility updates and more
accurate information to vendors, providers and DCH staff. It will address
identification verification, eligibility assessment and interagency information

sharing.

e DCH has established its own quality enhancement group, known as the
Performance, Quality and Outcomes (PQO) Unit. This unit has responsibility for
oversight over many of the quality initiatives described above. Additionally, the
PQO has coordinated a number of collaboration efforts with a variety of Georgia
institutions, including the Georgia chapter of the American Academy of Pediatrics
and the Georgia Academy of Family Physicians. Through these partnerships and
others, the PQO has had the opportunity to gather best practices and unique insights
related to eligibility issues for children, disability care practices and issues related to
health care delivery in educational settings.

e DCH created the Strategic Quality Council, which had representation from various
DCH business units including the Medicaid Division, the Office of Health
Improvement, Public Health and the State Health Benefit Plan. This council
spearheaded various quality improvement activities targeting statewide populations
across payers. For example, in 2010, the group organized a statewide initiative to
encourage blood pressure screening and education about the dangers of
hypertension. Roughly 500 individuals participated in the “Know Your Numbers”
Campaign.

4. Interview, Focus Group and Survey Findings

Navigant conducted 30 statewide focus groups in 12 locations throughout Georgia in addition
to conducting interviews with DCH staff and sister agencies. Navigant also provided an online
survey for completion by providers, consumers, advocates and vendors. In addition to the

statewide focus groups listed in Figure 4.21, Navigant met with a Pediatric Task Force.
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Figure 4.21: Focus Group Summary

Provider Type No. of Focus Groups
Physicians 7*
Hospitals and EMS Providers 4
Behavioral Health Providers 3*
LTC, HCBS, Home Health Providers 4
Dentists 2
Pharmacy and Durable Medical Equipment 2
(DME) Providers

Consumers and Consumer Advocates 4
Legislators 2
Georgia Families CMOs 1
Other Vendors Not Currently Contracted 1
with DCH

TOTAL 30

* One focus group included both physicians and behavioral health professionals.

Common themes identified through interviews, focus groups and surveys are provided in
Figure 4.22. Also, Figure 4.23 below outlines key findings that were specific to each provider
type attending focus groups.
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Figure 4.22: Common Themes Identified by Stakeholders

DCH
Hospital
Rx/DME
Dental
Consumer/
Advocate

Physician
LTC, HCBS,
Home Health

Behavioral
Health

No. Finding

<
<
<
2
2
2

1 Patient non-compliance. This is a critical issue which has financial consequences for providers. Itis hard to | V
capture and win over this population due to multiple factors, such as reading level and mobility. Medicaid
members do not have a financial stake so they are not incented to comply with treatment plans. There are no
penalties when members do not keep appointments or do not comply with treatment protocols.

2 Standards of Care. CMOs do not follow the Medicaid FFS standards of care and sometimes use outdated V V Xl y Xl Xl Xl
guidelines (e.g., EPSDT for child screening). In addition, the delivery systems each use different standards
of care resulting in procedures allowed under one CMO and disallowed under another CMO. There is not
uniformity in the services/procedures that each CMO covers. Some CMOs also do not update coverage or

pricing on drugs in a timely manner.

3 Inconsistency and lack of uniformity across different Medicaid delivery systems. The FFS system and each N A \/ \/ \/ 3 \/ 3
of the CMOs have their own policies and procedures leading to administrative burdens for providers. There
is no consistency in credentialing, formularies, standards of care and prior authorization processes.

4 Pre-Authorization. Providers need pre-authorization for a large number of procedures and medications as J J l V Xl l
pre-authorizations differ from CMO to CMO. Process is paper intensive and sometimes approval/denial
decision takes a long time.

5 Transportation. Transportation services are not dependable. There is no guarantee the patient will be oW V l V Xl V
picked up on time. Provider staff often spends 30 to 40 minutes on the phone to schedule transportation for

a patient to ensure the patient will keep his/her scheduled appointment. Transportation is not available to

behavioral health patients.
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6 Eligibility Determination and Re-certification. oA v Xl V v Xl Xl
e Different eligibility periods — one month (Peachcare for Kids®), three months, six months — associated
with different Medicaid programs cause confusion for Medicaid members and havoc for providers.
o  Providers have difficulty receiving accurate member eligibility information.
o  Establishing eligibility is time-consuming and frustrating for providers.
e On occasion, providers incorrectly receive notice that a Member is eligible and then claims are denied
because the member was not eligible
7 Low Reimbursement Rates. Medicaid reimbursement rates are unreasonably low and declining. Low v V l v l l v
reimbursement rates and slow payments are significant disincentives to providers to accept Medicaid
patients. Reimbursement rates vary across the different Medicaid systems.
8 Vendor Contracts and DCH Oversight. \/ 3 \/ \/ l l Xl
e DCH employees need to more effectively monitor vendor contracts and hold vendors accountable for
meeting contract requirements and performance targets.
e Contract language is at times not as detailed as necessary making it more difficult for DCH to hold
vendors accountable for performance.
9 Communications. Hewlett-Packard and CMO customer service are not responsive to providers’ and NN A y v oA l
members’ questions and information needs. Providers and members are unclear which vendor to contact for
specific information.
10 Provider Credentialing Process. Both DCH and CMOs are duplicating efforts related to provider VoA J v ol Xl v
credentialing and prior authorization processes. The process is not streamlined. It is cumbersome, varies
from CMOQO, and is slow.

NAVIGANT 4-39



Chapter 4: Georgia-specific Scan

Figure 4.23: Key Findings by Provider Type

Focus Group Finding
Physician Assignment to a Primary Care Provider (PCP). Assigning Medicaid members to PCPs has helped but has not been implemented consistently or
reasonably.
Copayments. The copayment system that was scheduled to start in November 2011 and that is based on the cost of the visit is unreasonable because the
provider’s office may not always know the cost of the visit ahead of time. (Note: This copayment system is specific to PeachCare for Kids® and implementation
is targeted for April 2012.)
Claims resolution/appeals process. Claim denial and repeal is common.
Paperwork. Paperwork involved in system is overwhelming and costly. Practices have to hire more staff just to handle the paperwork.
Coordination of care. No mechanism or process for coordination of care at the state system level. There is also no care management system for chronic
conditions.
Quality reviews. The quality review methodology CMOs use could be enhanced. It is currently based on the volume of prescriptions written without
consideration of the disparity among providers in the number of Medicaid patients they see.
Fraud and abuse. The Medicaid system is fraught with fraud and abuse on the part of Medicaid members. Some Medicaid members abuse the system
by over utilization of the ER because it is easier for them as it does not require scheduling an appointment.
Practice management. Practice management is highly complicated and costly because of the different procedures and fee schedules that need to be
followed for each delivery system.
CMO data completeness and quality. CMOs keep their own data and are unwilling to share it.
Hospitals / EMS | Access to care. There is limited or no access to services in areas where there was no access problem before implementing Georgia Families. Medicaid
providers does not have enough specialists who participate in the program.
Assignment to PCPs. Medicaid members do not always know their PCP.
Claims resolution/appeals process. Among all insurers, Medicaid issues the highest percentage of denials
Coordination of care. Coordination of care through case management is not being implemented, although it is a CMO requirement.
Fraud and abuse. Current system does not focus on waste in the program. Some medical services that are covered are unnecessary.
Burdensome and unnecessary provider requirements. Providers believe the following are burdensome — outlier process requires a lot of
documentation, back transporting process, crossover payments and crossover audits.
Audits. Larger hospitals can sustain a payback resulting from audits, but not small facilities.
Current system outcomes. Providers have not seen any outcome reports or outcome data.

NAVIGANT 4-40




Chapter 4: Georgia-specific Scan

Focus Group

Finding

CMO data completeness and quality. Reports CMOs provide are not accurate and therefore not reliable.

Behavioral
Health

Limiting access to services. Fewer providers agree to participate in Medicaid because of low reimbursement rates, inconsistencies, etc.

Coordination of care. Moving children from acute to residential facilities is a complicated and lengthy process that is not sensitive to the needed level of
care.

Transition of care. CMOs cover youth until the age of 19 but there is no plan of care after that age. After the age of 19 youth have to find services and
coverage.

Current system outcomes. It is difficult to measure outcomes because mental health services have multiple funding streams (DCH and DBHDD)

LTC, HCBS,
Home Health

Communications and coordination with DFCS. No coordination between DCH and DFCS regarding co-insurance issues

Quality of providers. Georgia has a large number of HCBS providers. However, the quality of some of these providers is questionable. The GACCP
asked for a moratorium on enrolling new providers but federal regulations require open enrollment.

Medicaid billing system. The Medicaid billing system is not user friendly and the vendor portal is very limited in what is reported in it.

Pharmacy/ DME

Inability to track DME. Computer systems do not track across providers for DME items or other equipment. Consequently, DME providers cannot
check to see what type of DME was already provided to Medicaid members. Retrieving equipment given to Medicaid members on a long-term rental
basis is typically not feasible in cases where eligibility was not renewed.

Generic and brand name drug costs. The Medicaid system is not cost-efficient in the drugs it covers. According to a pharmacy provider, only 66
percent of drugs dispensed to Medicaid members are generic. Since 2006, the CMOs increased the use of brand name drugs. Some of the drugs that are
approved for Medicaid members are the most expensive drugs because of arrangements that CMOs have with PBM companies.

Auditing. The audits performed by DCH and the CMOs require an inordinate amount of time on the part of the pharmacy providers.

Dental

Limiting access to dental services. In 2007, the CMOs closed the dental networks except for specialists. The CMOs closed dentists” panels and
terminated many dental providers from their networks. By closing networks and causing dental practices to close, many practices were flooded by
Medicaid members and were losing money due to low reimbursement rates. Since the establishment of the Georgia Families, Georgia has fallen below
the national average in the number of children receiving dental services.

Copayments. Associating copayments with the amount charged for a procedure is burdensome because it results in copayments such as $2.38, requiring
providers to have change.

Dental mobile vans versus brick and mortar practices. The operations of the dental vans, which increased their radius of operation, cause further
confusion and duplication of services under the current delivery system. The dental mobile vans provide basic, mostly on-time treatment to Medicaid
members and submit claims to the CMOs. When brick and mortar practices follow-up or treat Medicaid members that were seen by dental vans, the
CMOs tend to refuse payments. Having patients being treated by multiple dental providers also makes it difficult to track the treatments that were
already given and causes duplication of services.
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Focus Group Finding
Consumer/ Communications between families and Medicaid. The communication between families and Medicaid is poor. Medicaid does not provide any
Consumer information on what is available, how to get services, or about policy and program changes.
Advocate Assignment to a PCP. It is not easy to find a PCP, especially in rural areas, who wants to treat Medicaid patients.
Transition of care. There is no transition of care for children with developmental disabilities after they complete high school.
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Navigant also conducted focus groups with vendors that are contracted with DCH and other
organizations to determine what works well today with members they serve and what leading
practices and innovative programs they believe would enhance the Georgia Medicaid program.

Key themes raised by these focus group participants include the following;:

e Member eligibility redetermination process should be extended from 6 months to
12 months. CMOs have difficulty delivering the quality of care if members are

disenrolling within 6 months.

e Transportation is a major issue in Georgia, especially within rural areas, and needs

to be addressed in the new model.

e Member Incentives should be incorporated into the redesign to incent and disincent
certain member behaviors. Consider over the counter (OTC) benefits, completing

health risk assessments, etc. as incentives.

¢ Communication to members needs to be enhanced. Currently, CMOs receive large

amounts of returned mail. (One CMO has a 34 percent return mail rate).

e Provider Incentives (e.g., enhanced payments) should be incorporated in the new

model to provide after hours care and handling urgent care.

e Predictive modeling tools should be considered in the new model. This enables
CMOs to view the entire population to see what disease states need attention and

appropriate interventions.

e Data systems should be evaluated. In a survey of 4,000 members, 78 percent said
they receive their primary information through mobile phone and 95 percent of
members said their primary contact was the Smart phone. Many health plans have

similar results.”®

e Performance Measures need more predictability in terms of changes to measures,

goals, performance targets and auto-assignments for CMOs.

e Community outreach and education needs to occur on an ongoing and continuous

basis for the various programs. Other states have been outreaching to communities

76 Contracted Vendor Focus Group, November, 2011

NAVIGANT 413



Chapter 4: Georgia-specific Scan

about what managed care is, the various programs, etc. This is especially important

with the high turnover in the population.

e Member satisfaction surveys should be conducted at least two times per year to
engage members and to find out what is working well and not working well.

Incentives should be given to complete the surveys.

e Standardization of forms, as providers complain about the different forms from

CMOs. Other states have standardized forms, and vendors are willing to adjust.
¢ Reimbursement structures that vary by geographic area should be considered.

C. Conclusions

The Georgia Medicaid program has made significant strides over the last decade. It has:

e Successfully implemented and then operated Georgia Families for five years,
assuring a medical home, care coordination and other features that promote quality

health care services for its members

e Developed its quality measurement infrastructure and is working to evolve its

quality measurement and performance improvement processes

¢ Enhanced oversight and monitoring of CMOs’ performance through the expansion
and accreditation of HEDIS®-based performance measurement, demonstrated

improvement though PIPs, and cross-state agency collaboration initiatives

e Planned for an eligibility system update which will address many of the current
provider and member frustrations related to eligibility determination, program

enrollment and service authorizations

e Progressed in its monitoring of vendors and sister agencies to make improvements
in the administration of its HCBS waiver programs and to terminate vendors who
were contracted to provide care management and disease management but which

were not in compliance with their contract

As a purchaser, DCH has progressed by building infrastructure for quality management and
contract monitoring. In other words, it has been establishing the building blocks to become a
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more sophisticated purchaser. Often, Medicaid agencies evolve in this way. In the early
evolutionary phases, they focus on building infrastructure, bringing up new programs and the
like. For example, as most states do when they build a Medicaid managed care program for the
first time, Georgia used a somewhat prescriptive approach to health plan contracting and
monitoring, focusing primarily on how the CMOs are permitted to operate and not on member

outcomes.

DCH is now primed to transition to the next evolutionary phase: becoming a value-based
purchaser. Under a value-based purchasing model, the purchaser (i.e., DCH) stipulates what
value the contractor would deliver in return for the purchaser’s payment, and used in
procurement establishes a firm foundation for contract monitoring. Used alone, clear
contractual requirements and incentives are often not enough to obtain desired performance.
Value-based purchasing is more than pay-for-performance (P4P), and requires active, ongoing
purchaser oversight. Monitoring contracts under a value-based purchasing model shifts the
focus from monitoring structures and processes to monitoring outcomes — or measuring the
value of the services the State has purchased. We provide a graphical description of the Value-

Based Purchasing Cycle™ in Figure 4.24 below.

Texas is an example of a state using value-based purchasing methods. MCO contracts include a
provision that allows the State to withhold up to one percent of an MCQO's performance-based
at-risk capitation payments if the MCO does not meet performance measure targets. The State
reallocates withheld funds to each of its managed care program’s Quality Challenge Award to
annually reward MCOs that demonstrate superior clinical, quality, service delivery, access to

care and/or member satisfaction.”

Collection, analysis and comparison of data about CMO performance supports value-based
purchasing. Georgia has taken an initial step in implementation of value-based purchasing in
Georgia Families by linking auto-assignment of members to the CMOs based on CMOs’
performance on selected quality measures. In order for Georgia to progress to the next stage of
evolution, it will need to employ more rigor around contract monitoring, oversight and
accountability to achieve successful outcomes and assure value. Monitoring contracts under a
value-based purchasing model shifts the focus from monitoring structures and processes to

monitoring outcomes — or measuring the value of the services that Georgia has purchased.

""Texas Health and Human Services. Managed Care Quality.
http://www hhsc.state.tx.us/about_hhsc/AdvisoryCommittees/Medicaid/QualityBasedPaymentDocs/ManagedCareQ
ualitySummary.pdf.
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Figure 4.24: The Value-Based Purchasing Cycle”

1. Specify what
youwant to buy

7. Apply

incentives/
disincentives

2. Measureif
you are getting it

Value-based
Purchasing

3. Identify
6. Remeasure opportunities
toimprove

4. Set
improvement
goals

5. Collaborate
to improve

DCH is now ready to “take stock” and consider options for redesign. There are opportunities to
improve quality of care for members, contain costs, and make budgets more predictable. When
designing the new Medicaid programs and services, there are opportunities for Georgia to
address some of the current provider and member frustrations. These include:

¢ Increasing communication among all stakeholders

¢ Reducing the administrative complexities and burdens for providers and

members

e Standardizing, centralizing or streamlining appropriate processes and forms
across the CMOs

e Increasing patient compliance through incentives and disincentives

e Increasing focus on health and wellness programs and preventive medicine

8Value-Based Purchasing and Consumer Engagement Strategies in State Employee Health Plans: A Purchaser
Guide, Joshua Slen, Michael Bailit and Marge Houy, Published April 2010 http://www bailit-
health.com/articles/042810 bhp scivaluebased report.pdf
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Other opportunities for improvement include:

e Tracking progress over time in achieving quality of care improvements using
HEDIS® and HEDIS®-like measures, now that the infrastructure for doing so has
been established

¢ Considering an approach to manage care for Georgia’s most expensive Medicaid

members: those who are dually eligible and those who are aged, blind and disabled

¢ Considering short- and long-term plans for the use of technology including EHRs

and telemedicine

Factors outside the control of DCH will also shape the future of Medicaid and PeachCare for
Kids®. Health care reform may create significant change in the Georgia health care
marketplace and in Georgia Medicaid and Georgia potentially faces major growth in Medicaid

enrollment.

The physician shortage must also be considered in any redesign effort — both in terms of how
the redesign itself can help to assure access for members despite the shortage and in terms of
how the redesign might help to reduce physician workloads and incent physicians to
participate in Medicaid and PeachCare for Kids®.
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and PeachCare for Kids®

This Chapter of the report presents redesign options and Navigant’s recommendations for the
future design strategy for the Medicaid and PeachCare for Kids® programs that offer the
Georgia Department of Community Health (DCH) the greatest likelihood of achieving its goals
and strategic requirements. We provide an overview of our approach to evaluating delivery
system options below followed by a discussion of our evaluation of generic delivery system
options, potential carve outs and carve ins for special populations and services and specific
delivery system options. We end this Chapter with an overview of recommendations and next

steps.
A. Overview of Approach to Evaluating Design Strategy Options

As addressed in prior Chapters, Georgia faces critical decisions regarding the shape of its
planned Medicaid and PeachCare for Kids® design strategy. As evidenced by the discussion in
the preceding Chapters, this decision cannot be made in a vacuum: it must account for a variety
of factors (such as Georgia’s health care market, DCH’s experience and the resources it can
bring to bear, the experiences of other states in implementing new delivery systems, etc.).
Likewise, the decision must be based upon the relative likelihood that the redesign will enable
Georgia to achieve its goals. Thus, a design strategy that is preferred by another state might not
be the design strategy that is best suited for Georgia.

As also noted in prior Chapters, this Design Strategy Report is part of an extensive public
process to evaluate options and select a Medicaid redesign approach for Georgia. Such a public
process requires that the assessment of redesign options be conducted using an explicit
approach, where redesign options are clearly described and evaluated and where the basis for

the assessment’s conclusions are detailed and clear to the reader.

Thus, for our evaluation, Navigant has used a modified version of the Kepner-Tregoe decision-
making method. The Kepner-Tregoe decision-making method is a helpful tool in strategic
decision-making. It is a conscious, step-by-step approach for systematically solving problems.
It helps evaluators to maximize critical thinking skills, organize and prioritize information, set
objectives, evaluate alternatives and analyze impact.! The Kepner-Tregoe method incorporates

the following steps when approaching an analysis:

1 Kepner-Tregoe Matrix, Decision-making Method Framework Tool. Available at
http://www.valuebasedmanagement.net/methods kepner-tregoe matrix.html; Kepner-Tregoe Matrix. Available at
http://www.12manage.com/methods kepner-tregoe matrix.html.
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e Establishes a decision statement which integrates both an action and a result

component
e Defines requirements and/or goals
e Ranks requirements/goals and assigns a relative weight value to each
¢ Generates alternatives (i.e., options)
e Designates a relative score for each alternative on a goal-by-goal basis

e Calculates a weighted score for each alternative and identifies the top two or three

alternatives
e Selects a final single choice from among the top alternatives

The Kepner-Tregoe analysis assists with unbiased decision-making by ranking all critical
decision factors. As such, it limits conscious and unconscious biases that tend to result in
decisions that may be out of line with established goals. The Kepner-Tregoe methodology
comprehensively evaluates alternative courses of action to optimize the ultimate results based

on explicit goals.?

The primary strength of this model is that it forces the decision-making and prioritization
process. Moreover, this assessment approach is useful for evaluation of qualitative, or
subjective, measures as well as quantitative measures. As illustrated later in this Chapter, the
Kepner-Tregoe model presents the evaluation using a summary table which explicitly details

the scores that form the basis of the evaluation.

The success of any assessment based on the Kepner-Tregoe methodology depends, however,
upon the identification of the organization’s goals. If the assessment relies upon a complete and
accurate set of goals and weights are properly assigned to those goals, then a Kepner-Tregoe
style assessment will be meaningful and will enable the organization to select the course of
action that is most likely to enable the organization to achieve its goals. If, however, the goals
are not complete and accurate with properly assigned weights, then the Kepner-Tregoe style
assessment will not point the organization toward the “right” course of action. Likewise,

changes to the goals or their weights will change the findings. For these reasons, it is essential

2 Kepner-Tregoe Matrix. Available at http://www.12manage.com/methods kepner-tregoe matrix.html .

NAVIGANT Page 5.2



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

that the organization spend sufficient effort considering the goals that it uses to build the
Kepner-Tregoe model; to make sure that the goals reflected in the assessment clearly reflect the

priorities of the organization.
B. The Department of Community Health’s Design Strategy Goals and Strategic Requirements

The goals for the future design strategy serve as the foundation for developing recommended
redesign options: each delivery system option is evaluated based on the likelihood with which
it would enable Georgia to achieve the goals. The redesign options vary in the degree to which

they address each of the goals and represent a change from the status quo.

Navigant requested that DCH identify and achieve consensus regarding its goals for the future
design strategy. In addition to the goals, DCH identified strategic requirements that must be
employed for achieving the identified goals. DCH vetted its proposed goals and strategic
requirements internally and with the DCH Board and with Governor Nathan Deal, followed by
a public input process through posting of the goals and strategic requirements on the DCH
website and discussion at other key provider and stakeholder forums. We requested that DCH
assign each goal and strategic requirement a relative weight, depending on its relative
importance and priority, as determined by DCH. DCH weighted the goals and strategic
requirements separately. Each goal and strategic requirement, including the related assigned

weights, is presented in Figures 5.1 and 5.2 below:

Figure 5.1: DCH Program Goals for the Future Design Strategy

1. Enhance appropriate use of 33% Appropriate use of services will decrease
services by members inappropriate utilization, improve outcomes and

decrease costs.

2. Achieve long-term sustainable 33% Medicaid is one of the most expensive public
savings in services programs in Georgia. Given limited budgets in a
challenging economy, the State must have a Design

Solution that is cost-efficient and has budget

predictability.
3. Improve health care outcomes 34% Improving health care outcomes for members is part
for members of DCH’s mission for the Medicaid program.

Healthier individuals will have more productive lives

and may lead to decreased program costs.
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Figure 5.2: DCH Strategic Requirements for the Future Design Strategy

1.

Gain administrative
efficiencies to become a more

attractive payer for providers

Ensure timely and
appropriate access to care for
members within a reasonable

geographic area

Ensure operational
feasibility from a fiscal and
administrative oversight

perspective

Align reimbursement with
patient outcomes and quality

versus volume of services

Encourage members to be
accountable for their own
health and health care with a
focus on prevention and

wellness

Develop a scalable
solution to accommodate
potential changes in member
populations, as well as
potential changes in legislative

and regulatory policies

NAVIGANT

20%

20%

20%

18%

18%

4%

Developing a program that decreases administrative
burden for providers may help to attract more

provider participation and increase access.

Access to care for members will help to improve
health outcomes.

Given limited budgets in a challenging economy, the
State must have a design strategy that is cost-efficient
and has budget predictability. Additionally, the
design strategy must be one for which DCH can
appropriately operate and provide a sufficient level of

oversight.

Given limited budgets in a challenging economy, the
State must have a design strategy that incorporates
payment reform so as to be cost-efficient and have
budget predictability while also improving outcomes
and quality.

Implementing a design strategy that incorporates
member responsibility may help to decrease
inappropriate utilization, improve outcomes and

decrease costs.

Given potential implementation of the Affordable
Care Act (ACA) and the significant number of new
lives Georgia would cover due to Medicaid expansion,
the design strategy must be able to accommodate new

membership.
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Assigning weights is a critical component of our evaluation. Higher priority goals and strategic
requirements carry more weight in the overall rating of an option. Re-weighting of the goals
and strategic requirements may result in a different set of scores for each option and thus, the

selection of different options.
C. Multi-phased Evaluation

As noted above, the assessment of redesign options is complex and must account for many
factors. It also must include a wide range of redesign options. As with any Medicaid program,
many potential changes could be considered, some of which would have a far-reaching effect,
and some of which are smaller in scale. The options considered in this report are focused on the
macro level; they do not address every aspect of the Medicaid program. Furthermore, this
report is deliberately focused on analysis of delivery system options that have a reasonable
likelihood of effecting change given Georgia’s and the nation’s current economic and political
environments. Because the scope of the assessment is so broad, Navigant has employed a
multi-phased assessment to evaluate redesign options. These phases are outlined in Figure 5.3

This report is the first in a series of steps DCH must take to fully develop a new design strategy.
Navigant’s recommendations outline a general framework for the redesign. Once DCH selects
a delivery system option to implement and decides which populations and services to carve in
or carve out, DCH will then need to conduct a planning process to further define all key design
and programmatic features of the design strategy, such as the specification of any vendor
responsibilities, provider network requirements, etc. During this planning process, DCH
should consider its approaches to developing a federal waiver application, if needed,
procurement of key vendors and modification of other vendors’ contracts to accommodate the

design strategy.
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Figure 5.3. Overview of Multi-Phased Process to Evaluate Potential Redesign Options

Phase I: Evaluate Generic Delivery System

Options

¢ Identify a variety of generic delivery system
options available to DCH

¢ Evaluate generic delivery system options
against DCH goals and strategic requirements

Phase II: Assess Potential Services and Populations
to Carve In and Carve Qut

¢ Consider which populations and services to include
or exclude (“carvein” or “carve out”)
¢ Evaluate advantages and disadvantages

¢ Recommend an approach to DCH to providing the
service or covering the population

Phase lll: Develop and Evaluate Georgia-specific
Delivery System Options

¢ |dentify permutations tailored to Georgia of most
feasible generic delivery system options

¢ Evaluate Georgia-specific delivery system options

Phase IV: Identify Recommendations and Examples
of Next Steps for Program Design and
Implementation

* Highlight delivery options Navigant recommends
DCH consider implementing

* Discuss examples of additional program design
considerations that Navigant recommends DCH
analyze

e Discuss related tasks for implementation
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Phase I: Evaluate Generic Delivery System Options

The first step in our analysis was to identify for consideration a range of generic delivery system
options that vary in terms of how comprehensively they are managed. As introduced and
described in detail in Chapter 3, National Environmental Scan, delivery systems can be placed on a
spectrum in terms of the degree to which they comprehensively manage care. Figure 5.4
provides a spectrum of commonly discussed delivery systems for Medicaid programs.

At the left side, traditional fee-for-service (FFS) implies low or no care management or care
coordination and potentially more unnecessary service utilization and lower potential cost
savings. Members may see any provider willing to accept Medicaid patients, and there is no
explicit mechanism for measuring or ensuring access to care, quality care or containing costs.>
Moving across the continuum, states have more options for monitoring and improving key cost,

quality and access indicators.

At the right side, full risk-based managed care implies a higher level of care management and
care coordination, as well as potential for improved quality of care, reduced inappropriate
utilization and cost savings. Through contracts, states can mandate that providers and
contractors meet certain requirements designed to ensure access to care or to meet certain
quality indicators. Contracts also allow for holding contractors and providers accountable for
meeting performance standards and providing data sufficient to evaluate performance.* States
also have the added benefit of the incentives that capitation payments provide. Because of the
structure of payments, MCOs have an incentive to control costs through better managing
utilization of high-cost services. As a result, mandatory managed care has led to less reliance on
emergency rooms and hospitals for patient care and to an increased reliance on primary care
providers (PCPs).5 Additionally, more options are available for monitoring and improving
quality of care. Federal rules require quality management for Medicaid managed care plans.
Medicaid managed care plans are required to monitor service delivery and improve quality of
services, state Medicaid agencies are required to monitor care and the Centers for Medicare and

Medicaid Services (CMS) must monitor states” quality strategies.

3 Kaiser Commission of Medicaid and the Uninsured. A Profile of Medicaid Managed Care Programs in 2010:A
Summary From a 50 State Survey. September 2011.

4 Kaiser Commission of Medicaid and the Uninsured. A Profile of Medicaid Managed Care Programs in 2010:A
Summary From a 50 State Survey. September 2011.

5 Stephen Zuckerman et al., Has Medicaid Managed Care Affected Beneficiary Access and Use?, 39 INQUIRY 221,
224, 234 (2002).
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Figure 5.4: Spectrum of Delivery Systems — Least to Most Comprehensively Managed
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For the Phase I evaluation, Navigant identified a variety of generic delivery system options that
span the spectrum illustrated in Figure 5.4. Figure 5.5 provides a listing of the generic delivery
system options that Navigant identified and evaluated, as well as a brief description and
potential advantages and disadvantages of each option. Most of these options are described
more extensively in Chapter 3: National Environmental Scan, along with examples of such
programs operating in other states. Information about Georgia’s current FFS and Georgia

Families delivery systems can be found in Chapter 4, Georgia-specific Environmental Scan.
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Figure 5.5: Summary of Delivery System Options

Design Solution

Option

Description

Key Advantages

Key Disadvantages

Option 1:

Current Delivery
Systems: Fee-for-
Service (FFS) and
Georgia Families

NAVIGANT

Maintains the “status quo”:

- Current FFS delivery system for
currently-enrolled populations

- Current mandatory risk-based
managed care program, Georgia
Families, for currently-enrolled
populations

For Georgia Families, benefit package

remains the same (i.e., transportation

is carved out and all other services

are carved in)

Infrastructure is already in place
Providers, members and other
stakeholders are familiar with the current
delivery systems

Georgia Families is a capitated program,
therefore provides budget predictability
Georgia Families provides opportunity for
comprehensive care management for its
enrollees

Georgia Families provides opportunity to
hold providers accountable for

performance

FFS delivery system does not allow for
budget predictability

Does not provide access to care
management for many members in the
current FFS delivery system

Does not address costs of long-term care
(LTC) population

Requires DCH to support two sets of
administrative resources and processes:
one to manage the FFS delivery system
and one to manage Georgia Families. This
duplication limits DCH’s potential to
achieve efficiencies via Georgia Families.
Is viewed by providers as
administratively burdensome given two
delivery systems and three care
management organizations (CMOs) with
differing policies and processes for prior
authorization, credentialing and billing
Georgia Families transportation carve out
limits CMOs’ ability to promote member
access and appropriate service use
Limits tools available for controlling and
identifying fraud, waste and abuse in the
FFS system, particularly for LTC and
other services that are heavily used by
individuals who are aged, blind and
disabled (ABD) and foster children
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

Option 2:

Traditional Fee-for-
Service (FFS) Delivery
System

Option 3:
Patient-Centered
Medical Home Model
(PCMH)

All populations are served in a
traditional FFS delivery system,
which provides little or no care
management

Members are not served under a
Primary Care Case Management
(PCCM) or similar model. (Such
models are considered separately

below.)

Provider groups must be certified and
enrolled in Medicaid as PCMHs
based on recognition by an
accrediting entity such as the
National Committee for Quality
Assurance (NCQA)® and/or meeting
other standards as defined by DCH”
Members may choose a PCMH in
which to enroll to serve as their
medical homes and would be
assigned if they don’t select one
Providers are paid on a FES basis

Infrastructure is already in place

One delivery system results in less
administrative burden for DCH

One set of coverage policies, prior
authorization, credentialing and billing

processes would be attractive to providers

Provides teams of health care providers to
attend to the whole scope of members’
health care needs including hands-on case
and disease management

Provides potential for improved quality
and improved outcomes due to dedicated
providers organized within one group
Addresses inappropriate service
utilization, which may have a positive
impact on costs

Addresses some administrative burden
for providers who are in a PCMH

6 NCQA, Patient-centered Medical Home. http://www.ncga.org/tabid/631/Default.aspx
7 DCH may could establish standards that require PCMHs to provide or coordinate a broader range of services than those typically coordinated by PCMHs as

defined by NCQA.
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Does not provide access to care
management for many members

Does not allow for budget predictability,
as providers are paid on a FFS basis
Does not control costs of LTC population
Perpetuates any existing inappropriate
service utilization

Limits DCH’s ability to influence and
improve quality

Places burden of provider monitoring on
DCH

Limits tools available for controlling and
identifying fraud, waste and abuse

Shortage of statewide PCMHs may force
DCH to operate a second delivery system
to cover populations and/or areas that do
not have access to or are not covered by a
PCMH

Increase in number of statewide PCMHs
may be slow due to a number of issues
(e.g., start up costs, lack of certain
provider types in certain geographic
areas, lack of provider interest, etc.)
PCMHs do not develop a network of
providers; therefore, do not assure access
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

NAVIGANT

with some shared savings
requirements

PCMHs would provide primary care
that is patient-centered and focused
on evidence-based medicine, wellness
and prevention, care management
and care integration so that the
“whole person” is managed

PCMHs must use information
technology to assist in managing care
and access (e.g. electronic health
records)

There is no prime vendor; therefore,
State contracts with and pays PCMHs
and other providers directly

Generates potential cost savings through
improved care management and if shared

savings are incorporated into the model

to all provider types

Depending upon composition of PCMH
and its linkages to other providers, may
not address needs of LTC population
PCMHs are not able to provide all services
(e.g., inpatient hospital) thereby requiring
other delivery system options for those
services

Offers limited budget predictability, as
providers are paid based on FFS basis
Places substantial staffing needs and
administrative burden within DCH to
conduct PCMH certification if DCH
develops and uses its own standards,
initiate provider contracts and provide
oversight and monitoring of contracts
(Note that some efficiencies could be
gained if DCH accepts certification from a
national certifying entity such as NCQA.)
Limits tools available for controlling and
identifying fraud, waste and abuse
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

Option 4:

Enhanced Primary Care
Case Management
(EPCCM) Model

All populations are served in an
EPCCM model, whereby providers
are paid on a FFS basis

One contracted vendor statewide
administers program

Provides case and disease
management for members who meet
criteria established in the vendor
agreement (e.g., members with
diabetes, asthma)

Vendor is responsible for member
and PCP education and outreach
Vendor develops and maintains PCP
network and specialist referral listing
PCPs enroll with Medicaid agency as
a Medicaid provider and sign a PCP
agreement with the State

State pays providers directly

Vendor agreement sets forth savings
for which the vendor guarantees a
portion of the covered population
will achieve via more appropriate use
of services; if guaranteed savings are
not met, vendor pays a penalty to the
State

Members may choose a PCP in which

Addresses some administrative burden on
providers (e.g., one set of prior
authorization criteria to follow)

Provides option for care management for
members, including LTC population and
others with chronic illnesses

Provides opportunity for vendor to share
savings with PCPs, depending upon
structure of financial arrangement
between vendor and State

Addresses inappropriate service
utilization

Delegates monitoring of network
providers, and provides option to require
vendor to implement monitoring efforts

specific to fraud, waste and abuse

8 See Chapter 3: National Environmental Scan for an overview of federal waivers.

NAVIGANT

May require a waiver to mandate
enrollment of certain populations and to
implement guaranteed savings, for which
approval time could delay
implementation timelines?

Offers limited budget predictability, as
services are paid on a FFS basis

Limited ability for vendor to hold
providers accountable for performance, as
vendor does not contract directly with
PCPs or non-PCP providers and the PCP
agreement with the State is limited in
scope

Does not traditionally develop a specialist
network nor a network of other types of
providers

For many members, case and disease
management is typically operated out of
the corporate office and is not fully
integrated with the PCP office or medical
home

Does not provide all services thereby
limiting care management options for the
whole person and requiring other delivery
system options (e.g., transportation)
Limits DCH’s ability to hold vendor
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

Option 5:
Accountable Care
Organization (ACO)
Model

to enroll to serve as their medical
homes and would be assigned if they
don’t select one

Each participating ACO would
develop a network of doctors and
hospitals to share responsibility for
patient care

An ACO could be a hospital with
employed physicians, a health system
consisting of several hospitals and
employed physicians, physician joint
ventures, or multi-provider networks
ACOs would provide primary care,
care management and care
coordination

DCH would pay ACOs on a capitated
basis

Depending upon Georgia insurance
laws regarding ACOs, which are yet
to be developed, ACOs might need to
obtain a license to operate as an

insurer

Provides option for care management for
all populations in need, and particularly
for those with chronic illnesses

May be better able to focus on improving
health outcomes than a health plan, since
the health plan must spend substantial
resources on network development and
maintenance

Provides an opportunity to improve
quality and decrease costs due to leverage
with providers

May have opportunity to manage the
“whole person” due to linked information
systems with network hospitals and
providers

Delegates risk to and allows DCH to hold
ACOs accountable for meeting quality
and financial goals

For services the ACO is responsible for,
risk-contracts provide incentives for
ACOs to monitor for and identify fraud,

waste and abuse

accountable for meeting quality and
financial goals if vendor is not at full-risk
and because vendor does not hold
contracts with providers

May not be a feasible statewide option if
at least two ACOs are not willing to serve
in every region, requiring other delivery
system options

May not be able to provide all services
thereby requiring other delivery system
options

Is likely not to offer member choice in
rural areas sufficient to meet CMS
member choice requirements and may not
be sufficient to provide statewide
coverage for all Medicaid populations
Members are free to seek care from
providers or hospitals outside of the ACO
in which their providers participate
without paying more®

May be limited in ability to serve LTC
populations if the ACO is not horizontally
or vertically integrated to provide skilled
nursing, home care and other community-
based services

May be administratively burdensome for

2 Gold, Jenny. Kaiser Health News. FAQs on ACOs, Accountable Care Organizations, Explained. October 21, 2011. Available online:
http://www .kaiserhealthnews.org/stories/2011/january/13/aco-accountable-care-organization-fag.aspx.

NAVIGANT
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Design Solution
Option Description Key Advantages Key Disadvantages

DCH to monitor the number of ACOs that
may be required statewide and for non-
ACO providers to handle billing and other
requirements

e Insurance requirements for ACOs are not
yet developed, and development and
debate surrounding these might cause
delays

e  Start-up costs are significant, and some
providers may request financial assistance
from the State to develop infrastructure

e Newly structured ACOs may be refining
their infrastructure and processes which
may impact outcomes

e Industry concerns, including
providers, specific to antitrust and

anti-fraud laws!?

10 Gold, Jenny. Kaiser Health News. FAQs on ACOs, Accountable Care Organizations, Explained. October 21, 2011. Available online:
http://www .kaiserhealthnews.org/stories/2011/january/13/aco-accountable-care-organization-fag.aspx.
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

Option 6:
Georgia Families Plus

Expands upon the current Georgia

Families program by:

e Incorporating extensive value-based
purchasing!!

e  Further encouraging use of medical
homes, for example, through PCMHs

¢ Reducing administrative complexities
and burdens for providers and
members!?

¢ Increasing patient compliance
through incentives and disincentives
beyond those currently used in
Georgia Families

e Increasing focus on health and
wellness programs and preventive
medicine

e  Continuing to build upon current
efforts to focus on quality

¢ Carving in more services (e.g.,
transportation) and populations (e.g.,
individuals who are aged, blind and
disabled)

Is a statewide option

Can build upon existing Georgia Families
infrastructure

Providers and members in Georgia
Families are familiar with managed care
Provides option for care management for
LTC population and others with chronic
illnesses

Has a variety of tools available to
addresses inappropriate service utilization
Delegates provider monitoring and
oversight to CMOs

Provider contracts provide ability for
vendors to hold providers accountable for
performance

Allows for budget predictability

Allows DCH to hold CMOs accountable
for quality and financial outcomes
Full-risk contracts provide incentives for
CMOs to monitor for and identify fraud,
waste and abuse

11 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
12 See Chapter 4: Georgia-Specific Scan for a discussion of administrative concerns and burdens identified by providers and members.
B3 See Chapter 3: National Environmental Scan for an overview of federal waivers.
14To emphasize the substantial differences from Georgia Families, DCH might wish to consider using a different name for this delivery system option.

NAVIGANT

Will require a waiver to mandate
enrollment of certain populations, for
which approval time could delay
implementation timelines'®

Initiatives to encourage appropriate
patient behavior may not be enforceable
Stakeholders who oppose Georgia
Families may view this as a “tweak” to the
current program!+

Administrative burden on DCH may be
high initially due to development and
implementation of a new contracting and
monitoring approach and infrastructure
for value-based purchasing and related

learning curve
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

Option 7:

Health Savings
Accounts (HSAs) with a
High Deductible Plan

Contract with health plans to provide

Medicaid benefit packages that

include a high deductible plan, HSAs

and Healthy Rewards Accounts

(HRAs)™®

Some individuals would be subject to

deductibles and copayments

On behalf of each member, DCH

would:

— Pay health insurance premium
for the high deductible plan

— Deposit funds in an HSA to cover
deductibles and copayments

— Deposit rewards (e.g., incentive
payments) in HRAs of members
who meet goals for healthy
behaviors

Members could use HRAs funds to

purchase certain health care related

services or items

Remaining balances in HRAs and

HSAs could be used in a shared

savings model whereby members,

upon leaving Medicaid or reaching

end of benefit year, have option to

May allow for some budget predictability,
since health insurance premiums are paid
prospectively

Encourages member involvement and
holds members accountable for managing
their health benefits

Exposes members to commercial health
insurance market, thereby easing their
transition into the commercial market if
and when they enter that market

May address inappropriate utilization (e.g.,
using the emergency department for
primary care services)

May encourage members to appropriately
use preventive care and dental care, as in

Indiana

15 See Chapter 3: National Environmental Scan for a discussion about Healthy Rewards Accounts/Power Accounts.
16 See Chapter 3: National Environmental Scan for an overview of federal waivers.

NAVIGANT

Will require an 1115 waiver for which
approval time could delay
implementation timelines, particularly
since this model is largely untested in
Medicaid!®

CMS may not be willing to grant approval
of this model for all Medicaid populations
Challenging for some populations to
manage their own benefits and requires
focused and ongoing outreach and
education to members which may be
challenging for DCH

May create perverse incentives for
members to not seek care and may
discourage use of preventive care
(depending upon design and member
incentives), which in the long-term may
lead to use of more expensive treatments
when chronic conditions are not well-
managed

Unless waived by CMS, entitlement
would still exist (i.e., DCH would be
responsible for payment of services if
member exhausts available HSA funds)
May be challenging to address scenarios
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

Option 8:
“Commercial Style”

Managed Care Program

spend a portion of remaining funds
on pre-approved items such as
commercial health insurance

premiums

Expands upon Option 6, Georgia
Families Plus program, a full risk-
based managed care program with
value-based purchasing!”

Employs all levers and innovations
typically used in commercial market,
including incentives and, for some
members, deductibles and
copayments, to encourage members
to be active participants in their
health care and to comply with
treatment plans

Establishes HRAs for members where
rewards (e.g., incentive payments) are
deposited for members who meet
goals for healthy behaviors

Members could use HRAs funds to

Is a statewide option

Encourages member involvement and
holds members accountable for managing
their health benefits

Exposes members to commercial health
insurance market, thereby easing their
transition into the commercial market if
and when they enter that market

Relative to traditional Medicaid managed
care delivery systems, provides
substantially greater opportunity to
reduce inappropriate utilization (e.g.,
using the emergency department for
primary care services)

Provider contracts allow for vendor to
hold providers accountable for

performance

17 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
18 See Chapter 3: National Environmental Scan for an overview of federal waivers.

NAVIGANT

where members have exhausted HRAs
and do not make copayments

May be administratively burdensome for
DCH (e.g., tracking of premium and
rewards payments to make into each
account)

May pose additional risks for and
challenges with controlling and
identifying fraud, waste and abuse

Will require an 1115 waiver for which
approval time could delay
implementation timelines, particularly
since this model is largely untested in
Medicaid'®

CMS may not be willing to grant approval
for all populations

Challenging for some populations to
manage and requires focused and ongoing
outreach and education to members
which may be challenging for DCH

May be challenging to address scenarios
where members have exhausted HRAs
and do not make copayments
Cost-sharing requirements may create
perverse incentives for members to not

seek care, which may lead to use of more
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Design Solution
Option

Description

Key Advantages

Key Disadvantages

Option 9:
Free Market Health

Insurance Purchasing

NAVIGANT

purchase certain preapproved health
care related services or items
Balances in HRAs could be used in a
shared savings model whereby
members, upon leaving Medicaid or
reaching the end of the benefit year,
have the option to spend a portion of
remaining funds on pre-approved
items such as commercial insurance
premiums or health club
memberships

DCH would provide a credit to
members for purchase of insurance
through the free market

DCH would not contract directly
with health plans and would not
process claims

DCH would partner with the
Department of Insurance to define
the standard Medicaid benefit
packages participating health plans
must offer and certification
requirements specific to Medicaid
(e.g., covered benefits, provider

network composition and reporting)

DCH would contract with or serve as

a choice counselor, helping members

to select a health plan

Allows for budget predictability

Allows DCH to hold CMOs accountable
for quality and financial outcomes
Full-risk contracts provide incentives for
CMOs to monitor for and identify fraud,
waste and abuse

Is a statewide option

Allows for budget predictability

Might increase members’ choice of
insurers

Depending upon which health plans
participate and approach they use for
contracting and payment, may encourage
provider willingness to participate,
thereby improving access to care
Exposes members to commercial health
insurance market, thereby easing their
transition into the commercial market if
and when they enter that market
Requires very limited Medicaid

administrative role and costs

expensive treatments when chronic

conditions are not well-managed

Depending upon budgeting and financing
approach, will require 1115 global or
demonstration waiver for which approval
time could delay implementation

CMS may not be willing to grant approval
for all populations

Limited to no ability to provide oversight
of health plans, and members may lose
the direct advocacy provided by DCH
DCH may lose economies of scale and
negotiating leverage which may lead to
large annual increases in premiums,
unless DCH limits the number of insurers
May limit provider willingness to
participate, thereby decreasing access to
providers, depending upon which health
plans participate and the approach for
contracting and payment
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Design Solution

Option Description Key Advantages Key Disadvantages

e  May be challenging for some populations
to manage and requires focused and
ongoing outreach and education to
members, which may be challenging for
DCH

e Limits tools available for controlling and
identifying fraud, waste and abuse

e Commercial market might not be
amenable to designing benefit packages as
comprehensive as Medicaid’s (e.g.,
including EPSDT services), and, so, DCH
might need to cover wrap-around services

e  Approach to operationalizing this model
is most simple in a Health Insurance
Exchange infrastructure and will be more
administratively burdensome if there is no
Exchange

NAVIGANT Page 519



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

Next, we evaluate the various generic delivery system options outlined in Figure 5.5. This
evaluation assesses the relative likelihood that each option would enable DCH to achieve its
identified goals and strategic requirements for the new design strategy for the Medicaid and
PeachCare for Kids® programs. Scoring is based on our perspective and understanding of each
generic delivery system. Each option must be a statewide solution that provides member choice
and that DCH can begin to implement in 2014. This assessment is strictly limited to the generic
delivery system options assuming they are effectively implemented and operated, and these
options are defined at the macro level without consideration of some of the more intricate
features of program design. We later evaluate some of those features for permutations of
delivery system options determined to be most feasible for Georgia. Those options with the
highest total scores have the greatest likelihood of enabling DCH to achieve its goals for the
Medicaid and PeachCare for Kids® programs.

Figure 5.6 presents an assessment of generic delivery system options using a modified Kepner-
Tregoe decision-making method. A weight, or percentage, is assigned to each goal and strategic
requirement. For each goal and strategic requirement, a score ranging from 1 to 9 is given to
each option, where 9 represents the greatest likelihood of the option achieving that goal and
strategic requirement, relative to all other options, and 1 the lowest. A total score is then
calculated for each option. Those options with the highest total scores have the greatest
likelihood of enabling DCH to achieve its goals and strategic requirements for the Medicaid and
PeachCare for Kids® programs.

For ease of use, the assessment in Figure 5.6 relies upon a stoplight model, whereby each option
is rated based on the likelihood that it will enable DCH to achieve each of the goals and

strategic requirements defined by DCH using the following color-coded format:

|
[y")
<

High likelihood that the Option will meet Goals or Strategies (raw score 7-9)

Moderate likelihood that the Option will meet Goals or Strategies (raw score 4-6)

oC @

Low likelihood that the Option will meet Goals or Strategies (raw score 1-3)
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Figure 5.6: Phase I Assessment of Generic Delivery System Options for the Medicaid and PeachCare for Kids® Design Strategy®
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19 As DCH refines the design strategy through ongoing planning, it may wish to revisit the individual scores. This initial scoring of options is a tool to help inform
DCH’s decision-making and provides a framework for conducting a rational decision-making process.
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Based on the above assessment, the generic delivery system options that received the highest
weighted evaluation scores and are most likely to enable DCH to achieve its goals and strategic
requirements are:

e Option 6: Georgia Families Plus

e Option 8: “Commercial Style” Managed Care

e Option 9: Free Market Health Insurance Purchasing
The next phase in our analysis, Phase I, evaluates various populations and services which DCH
should consider including in its selected delivery system. We follow that analysis with an
assessment in Phase III of various permutations specific to Georgia of the generic delivery

systems identified as having the most potential for achieving DCH’s goals.

Phase II: Evaluation of Potential Carve Outs and Carve Ins for Special Populations and

Services

Key to considering any design strategy for the Medicaid and PeachCare for Kids® programs is
determining which populations and services to include or exclude in the selected delivery
system. As outlined in Chapter 3: National Environmental Scan, states have employed a wide
variety of approaches to handle special populations and services in Medicaid managed care and
other Medicaid care management systems. For example, some states offer comprehensive
benefit packages that cover most services while others carve out particular services, such as
behavioral health, and provide those through other delivery systems. Similarly, populations

may also be included or excluded.

More recent developments seem to indicate a trend toward including historically carved out
populations and services in Medicaid managed care. This trend might be explained by
increasing budgetary pressures and by states’ collective wealth of experience designing and
operating Medicaid managed care programs. For example, in a recent Kaiser study, 27 states
reported plans to implement Medicaid managed care programs “to a greater extent.” Six states
report plans to mandate managed care enrollment for additional Medicaid populations, such as
individuals who are aged, blind and disabled, and others, including New Jersey, Texas and
West Virginia reported that they are considering carving in additional services (e.g., behavioral

health services, dental benefits and pharmacy).2

%0 Kaiser Commission of Medicaid and the Uninsured. A Profile of Medicaid Managed Care Programs in 2010. A
Summary from a 50 state survey. September 2011.
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Phase II of our evaluation assesses special populations and services that we have identified as

warranting particular consideration in the development of a new design strategy for Georgia.
Assessment of Special Populations and Services

Figure 5.7 below provides a listing of the special populations and services for which we assess

the advantages and disadvantages of carving in or out of a new delivery system.

Figure 5.7. Special Populations and Services

Populations Services

e People using behavioral health services ¢ Behavioral health services
e People using LTC services e LTC services
e People using home- and community- ¢ Home- and community-based waiver
based waiver services services
e People who are dually eligible for ¢ Dental services
Medicaid and Medicare . .
e Transportation services
e Children who are in foster care .
e Pharmacy services

Navigant recommends that DCH carve in all of the above-identified populations and services.
In the following narrative, we briefly discuss issues specific to each population and service,
overarching themes that support carving in each and also opportunities identified specific to
each. We encourage readers to see Appendices L through Q as part of their review of Phase II. In
these appendices, we more fully discuss our rationale, including advantages and disadvantages
of various approaches to carving each of these populations and services in or out of a new

delivery system.
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Behavioral Health

Over half of all Medicaid members with disabilities are diagnosed with a mental illness.
People with a mental illness or addiction are likely to have co-occurring physical health
problems, many with chronic conditions. Individuals with co-occurring mental illness and
chronic conditions have more preventable hospital admissions due to non-compliance with
medication and treatment plans resulting in significant costs that could be saved through
better care coordination using a specialty team approach.?’ Industry guidance confirms that
behavioral health issues impact physical health outcomes and significantly increase cost of

physical health care, especially for chronic diseases.

Given the high rates of co-occurrence, many efforts are underway to integrate provision of
physical and behavioral health services. Various methods are being implemented to achieve
this integration, for example, “co-locating physical and behavioral health services in a single
clinic; linking clinical information systems; training providers in interdisciplinary practice;
and restructuring financial incentives to include risk-sharing arrangements or cross-care.
There are also many benefits to be considered in serving members through one delivery
system so as to enhance care management opportunities for the whole person. Efforts to
implement these strategies have met varying levels of success, stymied by difficulty
navigating information-sharing regulations, cultural norms among providers and

competing priorities.”?

In many state Medicaid programs, physical health and behavioral health services are
administered through separate delivery systems and by different offices, which has been
found to present significant challenges in coordination of care and care management.
Currently, behavioral health is carved in to Georgia Families, and DCH provides behavioral
health services through its FFS delivery system for individuals who are not enrolled in Georgia
Families. Services for individuals in the FFS delivery system are managed by the Department
of Behavioral Health and Developmental Disabilities. The State as a whole has behavioral
health provider access issues. Georgia is the ninth largest state but is near the bottom of all

states for behavioral health provider availability.

2 MHPA Presentation: PsychoSocial Impact on Health: Controlling the Rising Costs of the Chronically Ill. Dr. Sam
Toney, CMO, Health Integrated. November 7, 11.

22 The Kaiser Commission on Medicaid and the Uninsured. Mental Health Financing in the United States. April
2011.
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Long-term Care

DCH currently provides LTC? services through the FFS delivery system, and serves dual
eligibles as well as individuals who are enrolled in Home- and Community-based services
(HCBS) waivers and the SOURCE program through this system. While DCH is the
administering agency specific to Medicaid, some of these services and populations are
managed by the Department of Behavioral Health and Developmental Disabilities or other
offices. Georgia also has a Money Follows the Person program that began in September 2008
as a joint effort between DCH, the Department of Behavioral Health and Developmental
Disabilities the Georgia Department of Human Services” Division of Aging Services

(DHS/DAS) and other state and local agencies and organizations.

The rebalancing of the LTC system to rely upon HCBS services wherever possible has gained
much support, as evidenced by the large number of HCBS waivers currently operated by the
states and by the opportunities available to states via the Affordable Care Act. As outlined in
the national debate, there are many challenges with the delivery systems typically used by
Medicaid programs for long-term care. The challenges with integration of care are further
aggravated for enrollees who are dually eligible for Medicare and Medicaid (i.e., dual
eligibles). Similar findings and concerns have been noted by others and commonly discussed
in the literature and among policy makers and program administrators. It is these concerns
which led CMS to launch several recent initiatives to integrate financing and care for dual
eligibles through its Medicare-Medicaid Coordination Office and Center for Medicare and

Medicaid Innovation.

Last year, U.S. Health and Human Services Secretary Kathleen Sebelius encouraged the
expansion of managed care to high-cost enrollees who use LTC services and supports in a
letter to the nation’s governors, encouraged states to expand managed care: “Just one percent
of all Medicaid beneficiaries account for 25 percent of all expenditures,” she wrote, noting that
states don’t need any special permission from Washington to cut costs by creating “initiatives
that integrate acute and LTC, strengthen systems for providing LTC to people in the
community, provide better primary and preventive care for children with significant health

care needs...”?

2 For the purposes of this report, the term managed long-term care (LTC) is used. It is intended to be inclusive of
long-term services and supports (MLTSS).
2 Stateline, Crushed by Medicaid Costs, States Expand Managed Care. February 2011. Available at:

http://www.stateline.org/live/details/story?contentld=547640.
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Many others note the benefits of managing LTC supports and services. Because most LTC
beneficiaries have multiple chronic medical conditions, they typically require a lot of medical
services and acute care. Effective care management for people with chronic medical
conditions can accomplish many tasks: preventing avoidable events; promoting early
treatment to slow functional and cognitive decline; and fostering more effective disease
management. To address the full complement of beneficiaries” needs, it will be important to
implement strategies that more fully integrate LTC with the delivery of medical, mental health

and social services.?

Not surprisingly, potential challenges have been raised associated with managed LTC
programs. MCOs reduce their financial risk by limiting the number of healthcare providers that
members can see and by requiring these providers to accept a reduced fee for provision of care.
This has created concern among Medicaid members that they will have limited ability to control
their own care and decreased access to specialists.?® States have struggled with establishing
payment rates and pricing that will deliver shared savings to both the state and the MCO. It is
also difficult to find MCOs that have LTC experience or are willing to expend the resources
necessary to enter an entirely new coverage area.”’ Some health care providers have opposed
Medicaid managed LTC out of fear that MCOs would not contract with them to provide care or
would require them to accept deeply discounted fees.?® There is not yet conclusive evidence
that Medicaid managed LTC will reduce LTC costs over time, or increase the quality of services
provided.”” Moreover, some groups of enrollees, along with the providers who serve them and
the advocates who represent them, have raised concerns about whether managed care delivery
systems can truly meet their needs. Particularly vocal in these discussions have been people
serving and representing people with developmental disabilities.

The most important take-away from the discussion about managed LTC is that covering the full
scope of services for any individual offers the greatest chance for care integration and, in turn,
improvements in appropriate service use and cost-effectiveness. This can be achieved via two

approaches:

% United Hospital Fund and Auerbach Consulting, Inc, Medicaid Managed Long-Term. April 2009.

2 National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/MedicaidGeneral/ MMLTC Brief.pdf.
% National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/MedicaidGeneral/ MMLTC Brief.pdf.
28 National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/MedicaidGeneral/ MMLTC Brief.pdf.
2 National Consortium for Health System Development, Medicaid Managed Long-Term Care: Background for
Medicaid Infrastructure Grants. Available at: http://www.nchsd.org/libraryfiles/Medicaid General/ MMLTC Brief.pdf.
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e ALTC carve in to cover the full scope of acute and LTC services for all eligibility

categories

e ALTC carve out to cover the full scope of acute and LTC services for specified
eligibility categories

The results of the Georgia-specific scan outlined in Chapter 4, Georgia-specific Scan indicate
that the first of these options is likely to be preferable for Georgia because, relative to the
second, such a model poses a greater likelihood of enabling Georgia to achieve its goals.
Carving in services poses a lesser administrative burden on providers so is more likely to
be a more attractive payer for providers, and on DCH so is more likely to achieve

operational feasibility from a fiscal and administrative oversight perspective.

Children in Foster Care

Children in foster care present unique challenges to Medicaid programs in delivering their
health care services. Many children in foster care require care for chronic physical and
behavioral health problems as well as psychosocial services; providing the necessary services
and coordinating care without duplicating services and efforts is challenging. As discussed in
our national scan, another challenge of managing children in foster care is their environmental
instability. Care is at times disjointed and sporadic because these children are moved
throughout the state and are in a variety of different custody arrangements. Shifting
guardianship from birth parents, foster parents, guardians or adoptive families makes it
difficult to coordinate necessary health care services, screenings and follow-ups. There is no
central repository for their records. Lack of coordination between physical health and behavior

health providers as well as state agencies intensifies these issues.

The Georgia Department of Human Services Division of Family and Children Services (DFCS)
is responsible for assuring that children who cannot remain with their birth families be placed
in safe and nurturing homes. DCH is responsible for coordinating the delivery of health care
services for children in foster care. As of fiscal year (FY) 2010, 26,845 children were in foster
care in Georgia.* Children in Georgia’s foster care system receive health care services through
Georgia’s Medicaid FFS delivery system.

Children are at risk for duplication of care management and services if DFCS case workers do
not have results from medical and behavioral health evaluations to meet court system due dates

30 SFY 2010 Data and Thomson Reuters Commissioners Reports.
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and requirements. Due to the current eligibility guidelines, children may transition from FFS to
Georgia Families and back again based on moving in and out of foster care. At times, providers
are not reimbursed because case workers refer to providers who are not in a CMO’s network
while the child is still enrolled with a CMO. Consequently, DFCS and DJ] reimburse the

provider out of a separate fund. This leads to unnecessary and duplicative payments.

Any managed care program must meet the unique needs of children in foster care. Screenings
and assessments for physical, behavioral and oral health must be included in standard

Medicaid managed care contracts.
Dental Services

Access to and utilization of dental care are among the most chronic challenges for Medicaid
programs nationally, and children in families with low incomes have higher rates of dental
caries. Nationally, children’s access to dental services in Medicaid and Children’s Health
Insurance Programs (CHIPs) has improved since 2000. Approximately 40 percent of children
received a dental service in federal fiscal year 2009 compared with 27 percent of children in
2000.3" The three most commons reasons that dentists give for not participating in Medicaid are
low reimbursement rates, administrative burden and patient behavior.>> In addition, the dental

workforce has been decreasing creating even more challenges for Medicaid populations.

Dental care is the benefit most commonly carved out of Medicaid managed care contracts. Of
states that have managed care programs and participated in a recent Kaiser survey, 25 reported
carving out dental services and 5 of these states contract with a pre-paid health plan to
administer the benefit.*® However, some states have had successes in contracting with managed
care plans or dental benefit administrators — they may have more opportunities to conduct

initiatives that states would be more limited in conducting through FFS delivery systems.

DCH carved in the dental benefit for Georgia Families, and provides the benefit through the
FFS delivery system for all other populations. Under Georgia Families, adult members may
receive benefits in addition to those provided under the FFS delivery system, depending on the
CMO in which they are enrolled.

31 The Department of Health and Human Services Children’s Health Insurance Program Reauthorization Act, 2011
Annual Report on the Quality of Care for Children in Medicaid and CHIP. 2011.

%2 Borchgrevink, A., Snyder, A., and Geshan, S. The Effects of Medicaid Reimbursement Rates on Access to Dental
Care. National Academy for State Health Policy. March 2008.

http://nashp.org/sites/default/files/ CHCF dental rates.pdf?q=Files/CHCF dental rates.pdf

3 Kaiser Commission of Medicaid and the Uninsured. A Profile of Medicaid Managed Care Programs in 2010. A
Summary from a 50 state survey. September 2011.
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Non-emergency Transportation Services

Historically, states have delivered non-emergency medical transportation (NET) services on a
FFS basis or through a brokerage arrangement. Of 36 states that responded to a recent Kaiser
Commission study, almost half the states (17) with managed care delivery systems provide non-
emergency transportation outside of their MCO contracts, usually on a FFS basis or through a

brokerage arrangement.>*

Medicaid NET services are estimated to have cost Georgia almost $80.9 million for FY 2010.%
DCH has had a regional transportation brokerage system in place since 1997 for its Medicaid
population. PeachCare for Kids® members are not served through this system, and some of the
Georgia Families CMOs subcontract with a broker to provide their transportation. For the
brokerage system, DCH contracts with brokers for each of five regions of the State. At the time
of this report, DCH held contracts with three transportation brokers. However, DCH is in

process of reprocuring these contracts.

DCH staff report that fraud and abuse was a problem prior to the brokerage program, but
decreased after implementation leading to significant cost savings. The brokers are better able
to serve the rural areas than when the program was administered internally; however,
stakeholders indicated the brokerage programs continues to lack in the following areas: a
availability of transportation, particularly in the Southeast region; member choice in brokers
and DCH'’s negotiating power given one broker is contracted per region; ability of some of the
current vendors to effectively manage the program. Stakeholder recommendations included
considering a system that recognizes the point is not transportation in and of itself — the point is

delivering comprehensive services that also help them to access the right level of care.

Pharmacy Services

States that contract with health plans for their Medicaid programs either include prescription
drug coverage in the contract or carve out coverage and administer services through the FFS
delivery system. Studies have shown that managed care delivery systems are able to provide

“drug coverage in a more cost-effective manner than FFS delivery systems via formulary

3 Kaiser Commission of Medicaid and the Uninsured. A Profile of Medicaid Managed Care Programs in 2010. A
Summary from a 50 state survey. September 2011.

% A Primer on Rural and Human Services Transportation in Georgia. Prepared for the Governor’s Office of Planning
and Budget. Governor’s Developmental Council and the Georgia Coordinating Council for Rural and Human
Services Transportation. August 2011.
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management, high generic fill rates, comprehensive drug utilization, and coordination of

care.”36

In the past, some states chose to carve out coverage to qualify for the federal drug rebate
program, for which drugs covered under MCO contracts did not qualify. Implementation of
the ACA changes that program to allow states to collect federal drug rebates for prescription
drugs reimbursed under capitated Medicaid managed care contracts. States that have carved
out the benefit are now proposing or planning to carve pharmacy benefits into their managed
care contracts given the ACA changes now allowing for collection of rebates. They report doing

so “to improve coordination and integration of care”.

DCH carved in the prescription drug benefit for Georgia Families and provides the benefit
through the FFS delivery system for all other populations. For the FFS delivery system, DCH
has a contracted pharmacy benefit manager to help with administration of the program,
including the preferred drug list. In federal fiscal year 2009, DCH spent $270,276,141 (after
rebates) for prescription drugs through the FFS delivery system.” On average, DCH’s monthly
payment for the first quarter of 2011 was $41.6 million for an average of 418,957 eligibles per

month.3

One challenge that providers have noted is the administrative burden of having multiple
formularies to manage when participating in the FFS delivery system and multiple CMOs
within Georgia Families. One study finds that addressing this challenge through a carve out is
the one “lone programmatic advantage of the carve out approach, but indicates it is “often over-
emphasized given that physician practices must typically deal with dozens of drug coverage

programs regardless as to how the Medicaid pharmacy benefit is administered.”

Potential Cost Savings by Population Associated with the Various Delivery Systems

3% Molina Healthcare. Healthcare Reform Policy Brief. Medicaid Prescription Drug Rebate Equalization (DRE) Policy
Brief. January 2011. Available at:

http://c0410201.cdn.cloudfiles.rackspacecloud.com/Medicaid Prescription Drug Rebate Policy Brief.pdf

% Molina Healthcare. Healthcare Reform Policy Brief. Medicaid Prescription Drug Rebate Equalization (DRE) Policy
Brief. January 2011. Available online:

http://c0410201.cdn.cloudfiles.rackspacecloud.com/Medicaid Prescription Drug Rebate Policy Brief.pdf.

3 Quarterly Utilization and Performance Review Report. SXC Health Solutions report to the Department of
Community Health. May 10, 2011.

% The Lewin Group. Projected Impacts of Adopting a Pharmacy Carve In Approach Within Medicaid Capitation
Programs. March 2011. Available online: http://www.mhpa.org/ upload/MHPA Paper on Pharmacy Carve

In.pdf.
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One consideration when deciding which populations to carve in is the potential for achieving
savings. Likewise, when selecting a delivery system, potential for savings is an important
consideration. Thus, this section of Chapter 5, as well as Appendix R, present preliminary
estimates of potential savings that could be achieved for various subgroups of Medicaid
members through the implementation of the range of Medicaid delivery systems.

Because, at this time, the delivery system has not been clearly defined and due to other data
limitations, Aon Hewitt Consulting (Aon Hewitt) considered for the purposes of Navigant’s
assessment, managed care savings estimates for state fiscal year (SFY) 2015 through SFY 2017
for members served by DCH who are not currently covered under managed care contracts.
Aon Hewitt developed these projections using per member per month (PMPM) claim costs
provided by DCH for several Medicaid subgroups. Detailed analyses are provided in Appendix
R.

Aon Hewitt also notes that managed care savings for members who are using nursing home or
HCBS are generally achieved by shifting the distribution of members by service setting so that
more members receive services in the community and fewer receive them in the nursing home
setting. Of course, this transition occurs over time, as members’ nursing home admissions are

delayed, so these savings will not be recognized immediately.

These savings estimates are preliminary and subject to change as the design strategy is refined
and as additional data become available. They do, nonetheless, provide an indication of the
general trend toward increased potential for savings as more rigorous care management is
introduced. Navigant’s evaluation of delivery system options in this Chapter reflect these
trends in the scoring of the likelihood of each delivery system option to enable Georgia to
achieve long-term sustainable savings in services, one of Georgia’s goals for its design strategy.
The ability of the State to recognize savings will depend upon the State’s ability to successfully
execute the selected delivery system; if the delivery system is not successfully executed, the

savings will not accrue.
Conclusion

Based on our findings compared to the goals and strategies that DCH identified for its design
strategy, Navigant recommends that DCH consider carving in to the selected delivery system
all populations and services identified in this section. As DCH considers carving in each of
these populations, DCH should give consideration throughout the decision-making and
planning process about how the needs of these populations differ from those populations

traditionally enrolled in managed delivery systems. If the selected delivery system requires use
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of vendors, DCH should give significant consideration to how the needs of these populations
differ. DCH should consider the necessary skill sets the vendor must possess to serve the

population and requirements of the vendor that are specific to these populations.

Also, these discussions do not address how some special populations (e.g., Medicaid spend-
down members, prisoners, emergency assistance for aliens) might or might not be included in
or excluded in the delivery system. DCH should consider the options available for these

individuals during the next steps and planning process.

In its planning process, DCH should employ a rational, deliberate approach to considering the
timing of carving in each population and service. In our Phase III assessment, we provide
approaches to phasing in each based on each delivery system option discussed. However, as
DCH conducts additional planning after selecting the delivery system it will implement, more
consideration should be given as to whether to use a phased approach to implementation that
will work best for these populations and services. Benefits of phasing and the approach for
such phasing should be considered in light of some risks. For example, using a phased
approach to program implementation can create confusion for members and providers (e.g.,
uncertainty about the timing of members of a certain eligibility category being enrolled).
Likewise, while a phased approach allows time for careful consideration of options and
program design, it also allows an extended timeframe for special interest groups to lobby for
changes to the design strategy. For example, providers which stand to lose revenue from a
particular approach may lobby to maintain the “status quo”. Such stalling could lead to a very
delayed implementation or a decision to not implement, which in turn may impact the ability to
meet some identified goals. Texas” and Hawaii’s implementations of managed long-term
supports and services (MLTS) programs provide lessons about challenges of changing or
adding to already implemented MLTS programs. Hawaii officials indicated “we would still be
here two years later planning to include LTC benefits.” Allowing “more time during the
planning stage to work with relevant stakeholders or to develop systems for implementation

[may be] time well-spent that will save states resources in the long-run.

Overarching themes that impact our recommendation to carve in all of the identified
populations and services to the delivery system selected are as follows:

40 Center for HealthCare Strategies, Inc. Profiles of State Innovation: Roadmap for Managing Long-Term Supports
and Services. November 2010. Available online: http://www.chcs.org/usr doc/MLTS Roadmap 112210.pdf .
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e These populations for the most part do not have care management services available
to them through DCH’s current FFS delivery system.*! Yet, they are the populations

that could benefit the most from care management.

e Serving members and providing all services through one delivery system
streamlines and provides continuous coordination of care, thereby addressing
potential duplication of services and contradictory care plans, and aligning
incentives to effectively manage the whole person from a clinical and cost

perspective.®

e (linical information is captured in one or linked information systems, which
enhances opportunities for the following: accessing a more comprehensive medical
history when authorizing services and for considering coordination of health care
needs and disease management services; tracking member compliance and sending
reminders; tracking providers’ progress with meeting coordination of care

requirements and sharing information; and identifying quality initiatives.
e Member confusion may be limited when all benefits are administered by one entity.

e There is opportunity to realize cost efficiencies while at the same time improve the
quality of care and reduce state costs (e.g., enhanced contractor incentives to
prioritize primary care and reduce emergency room visits and hospitalizations may

lead to decreased costs).*#

e There is merit in considering contracting with separate vendors for some of these
services, for example, implementing a separate managed LTC program or
contracting with a dental benefits administrator. However, doing so would create
administrative complexities for DCH and for Medicaid providers that could be
avoided through implementing only one system for all populations and services.

e Providing all services to all populations under one delivery system reduces DCH

administrative oversight and monitoring burden (e.g., decreases the number of

4 Some members may receive care management through HCBS waivers.

4 The Lewin Group. Programmatic Assessment of Carve In and Carve Out Arrangements for Medicaid Prescription
Drugs. October 2007.

# Stephen Zuckerman et al., Has Medicaid Managed Care Affected Beneficiary Access and Use?, 39 INQUIRY 221, 224, 234
(2002).

“ Stephen Zuckerman et al., Has Medicaid Managed Care Affected Beneficiary Access and Use?, 39 INQUIRY 224 (2002).

NAVIGANT



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

contracts DCH must manage, vendor responsible for monitoring of its

subcontractors for these services if DCH allows subcontracting, etc.)

e Vendors have leverage with providers to enforce coordination of care requirements
and to hold them accountable for outcomes using pay-for-performance and value-

based purchasing.

e One blended capitated rate for all services under one contract addresses vendor
incentives for “dumping” and the associated negative cost and quality of care

impacts.

Additionally, Figure 5.8 presents opportunities specific to each population and service when
carving into one delivery system.

While risk-based managed care with all services and populations offers potential for Georgia to
achieve its Medicaid redesign goals, achieving these goals by implementing a comprehensive
managed care model is not a given. Such comprehensive Medicaid managed care programs
must be designed and implemented using a deliberate and rational approach. The decision to
implement such a comprehensive program should not be taken lightly: designing and
implementation of such a program is not as straightforward as designing and implementing a
traditional Medicaid managed care program. The intricate decisions made during the program
design and planning process will influence the degree to which the program is able to achieve
its potential. Thus, Georgia should consider the issues set forth throughout this chapter and in
the appendices to this chapter in designing and implementing its comprehensive Medicaid

managed care program.
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Figure 5.8. Opportunities by Population and Service when Carving In to One Delivery System

Populations and Services Having one entity to manage a member’s full needs presents the opportunity to:

Behavioral Health e Manage care for the whole person when both physical health and specialty behavioral health providers are in
one network

¢ Improve hospital discharge planning, reduce high readmission rates and more completely address the health
needs for members with chronic conditions and co-occurring behavioral health diagnoses

LTC, HCBS and Dual e Manage care for the whole person when both acute and long term care services are rendered through a single
Eligibles network.

e Institute a truly independent and standardized assessment process

e Potential to align payment with quality and performance goals

Children in Foster Care e Maintain continuity of clinical care management regardless of child’s custody arrangement
e Limit DCH’s duplication of efforts when children transition in and out of foster care

¢ Eliminate need for transition to a different delivery system when transitioning out of foster care

Dental Services ¢ Allow for coordination of care for EPSDT services by having health and dental services provided through one
entity

e Provide options to negotiate payments for specialty dental services*

e Provide options to pay for services (such as oral health supplies) that may not be reimbursed through Medicaid

* Snyder,A. Increasing Access to Dental Care In Medicaid: Targeted Programs for Four Populations. National Academy for State Health Policy. March 2009.
http://www.vfc-oh.org/cms/resource library/files/02e970cafdbec983/increasing access to dental care.pdf
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Populations and Services Having one entity to manage a member’s full needs presents the opportunity to:

Non-emergency o Place responsibility on health plans for assuring members receive appropriate NET services

Transportation Services e Increase access to transportation services, as health plans would have a vested interest due to the impact lack of

transportation has on missed appointments, appropriate utilization and continuity of care

¢ Improve care coordination when health plans contracting directly with the transportation brokers, as health plans
would have more control over transportation vendors and making sure that they are working together to meet the

needs of the whole person

¢ Serve Medicaid and PeachCare for Kids® populations through one system may address confusion when members
“churn” among programs

e Provide negotiating leverage with transportation brokers given the increased number of covered lives, as the
health plans would be contracting for both the Medicaid and PeachCare for Kids® populations

¢ Allow more flexibility in the choice of transportation brokers given health plans would not be subject to state

procurement requirements

Pharmacy Services ¢ Allows for monitoring of drug utilization to identify and outreach to members who have high or inappropriate

utilization patterns and to identify those needing care management

e Allow access to real-time pharmacy and medical claims data for care coordination purposes and for identifying

quality initiatives from a member health outcomes perspective and physician prescribing pattern perspective*

¢ Allow DCH to receive rebates that may more than offset increases in capitation rates to account for higher

prescription drug costs for MCOs with implementation of the ACA#

# The Lewin Group. Programmatic Assessment of Carve In and Carve Out Arrangements for Medicaid Prescription Drugs. October 2007.
4 Molina Healthcare. Healthcare Reform Policy Brief. Medicaid Prescription Drug Rebate Equalization (DRE) Policy Brief. January 2011. Available at:
http://c0410201.cdn.cloudfiles.rackspacecloud.com/Medicaid Prescription Drug Rebate Policy Brief.pdf.
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Phase III. Identification and Evaluation of Georgia-Specific Delivery Systems

The purpose of this section of the report is to present Phase III of Navigant’s evaluation of the
redesign options. Using the results of Phase I, we identify delivery system options best suited
to Georgia. Then, we develop permutations of those delivery system options tailored to

Georgia, i.e., Georgia-specific delivery system options.

The generic delivery system options evaluated in Phase I were single strategies; however, states
around the nation often apply a combination of strategies to best address the needs of particular
populations or to otherwise address their unique needs. When these combinations of models

operate simultaneously, they are often referred to as hybrid or side-by-side models.

Sometimes states implement two models consecutively, to achieve a phased approach to
implementation. For example, states can phase their implementation of new delivery systems
to enroll more traditionally managed populations, like low-income needy mothers and children,
first, followed by members who are aged, blind and disabled but not using LTC services, and so

on.

Below are the combined, or hybrid, strategies that we have identified as having the greatest
potential of enabling Georgia to meet its redesign goals and strategic requirements. These
Georgia-specific options present a variety of combinations of the generic delivery systems
determined in Phase I as having the greatest likelihood of enabling DCH to meet its goals and
strategic requirements. They reflect not only our consideration of combinations specific to
meeting needs of particular populations, but also our consideration of the need for a model that
can be implemented statewide, provides solutions for all populations and is administratively

simple for DCH to administer and for providers to participate.
e Option 1: Georgia Families Plus

e Option 2: Georgia Families Plus Transitioning to “Commercial Style” Managed Care

Program

e Option 3: Georgia Families Plus Transitioning to “Commercial Style” Managed Care
Program that Requires Use of ACOs and PCMHs

e Option 4: Georgia Families Plus and Free Market Health Insurance Purchasing
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Below we present each of the Georgia-specific delivery system options that we recommend

DCH consider for the future design strategy.* These options assume that:
e The delivery system can be implemented statewide

e The delivery system can apply to all populations

¢ DCH can use a phased approach to including some populations, likely with the
more traditionally managed populations being included first and those with more

complex or special needs being enrolled later

In Phase III, we once again evaluate the options using a modified version of the Kepner-Tregoe
decision-making method, as we did in Phase I. As in Phase I, the scoring of each option is based

upon the relative likelihood that the option will enable Georgia to achieve its goals.

In our discussion below of each option, we first describe the rationale for the delivery system in
terms of opportunities and risks followed by a presentation of tables that provide a high-level
overview of various design features for each of the options. Please note that this listing of risks
and opportunities and design features is not exhaustive, since the delivery systems we are
evaluating are defined at a high-level. Also, these discussions do not address how some special
populations (e.g., Medicaid spend-down members, prisoners, people receiving emergency

assistance for aliens) might or might not be included in or excluded in the delivery system.

The process of designing any new program requires more extensive planning and consideration
after initial selection of the delivery system. Once DCH selects a delivery system for
implementation, DCH will next begin a planning process to define the more intricate aspects of
the design strategy. For example, if DCH includes additional populations such as children in
foster care; people who are aged, blind and disabled; and people who are using LTC services in
the selected delivery system, DCH should give significant consideration to the unique needs of
each of these subpopulations. DCH must recognize what different skill sets vendors must have

and what requirements to include in contracts specific to these populations.

We present later in this Chapter examples of key design features DCH should consider during
its planning process. Additionally, general descriptions, as well as advantages and

4 Please note that across options that include the same models, we repeat language for that model as applicable. For
example, Georgia Families Plus is included in each of the five options and we have provided duplicative information
to describe the model within each option description. The purpose of this duplication is to facilitate review of each
option separately.
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disadvantages, of each generic delivery system option can be found in Chapter 3: National
Environmental Scan and Figure 5.9. As noted above, with any of the options, DCH would make
some internal operational changes to address programmatic concerns identified by stakeholders

and improve administrative efficiencies and contractor oversight.
Option 1 - Georgia Families Plus

With this option, DCH would enroll all populations, including children in foster care, dual
eligibles and individuals who are aged, blind and disabled, in Georgia Families Plus.
Additionally, all services would be carved in, including behavioral health, transportation,
dental, LTC and HCBS waiver services. Georgia Families Plus further expands upon the
current Georgia Families program by incorporating value-based purchasing®, further
encouraging implementation of medical homes, reducing administrative complexities and
burdens for providers and members, increasing patient compliance through incentives and
disincentives, increasing focus on health and wellness programs and preventive medicine and
continuing to build upon current efforts to focus on quality. DCH would begin the program by
enrolling current Georgia Families enrollees and use a phased approach to implementing

additional populations and services.

While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a
more quality-based program focused on improved outcomes through value-based purchasing,
as described in Chapter 4, Georgia-specific Environmental Scan. It would also be designed to

improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program. As with
most newly implemented delivery systems and as discussed in Chapter 4, Georgia-specific
Environmental Scan, Georgia Families has been focused on development of infrastructure and
operations. DCH has over the past couple of years begun to move to a program that is based on
quality and outcomes. Georgia Families Plus would enhance DCH'’s ability to do so through
value-based purchasing, which bases payment on quality and not volume. DCH has already
built an infrastructure for operating a risk-based managed care program. By making some
significant changes to the current program to focus more on outcomes, administrative ease for
providers and increased and appropriate monitoring and oversight of contractors, DCH has an
opportunity to improve care for members currently served through Georgia Families as well as

individuals currently in the FFS delivery system who do not have access to care management

¥ See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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services or other benefits of managed care. There is increased opportunity to care for the
“whole person” by implementing one well managed delivery system. This option will also

allow for DCH to maximize budget predictability.

To this point, caring for the “whole” dually eligible Medicare-Medicaid member would be an
important component of this delivery system. DCH could pursue financing options for duals
via the demonstration offerings currently available through the Center for Medicare and
Medicaid Innovation (CMMI), or DCH could pursue streamlined financing by requiring all
participating health plans to be Medicare Advantage Special Needs Plans.>

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.
Georgia Families Plus is much more — moving to a value-based purchasing system focused on
quality and outcomes. Also, enrollment of the additional populations would require
submission of a waiver application to CMS for approval, which could delay timelines. CMS,
however, has recently approved waivers for California and Texas to expand their managed care

a7

programs to new populations. Texas” “approval is the latest signal the administration will give
broad leeway to states to expand managed care in Medicaid if they meet performance measures
showing they are improving care.”>! A value-based purchasing model would include such

performance measures.

Figure 5.9 below presents a high-level overview of design features we would recommend for

Option 1.

% A more extensive discussion of these options is provided in discussion of Phase II within this Chapter, under Long-
Term Care, HCBS and Dual Eligibles.

51 Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.
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Figure 5.9: Design Features for Option 1 — Georgia Families Plus

Feature Description

DCH Roles * Conduct required procurements

* Develop quality measures
* Setrates and pay health plans

* Provide oversight and monitoring of contractors

Covered * PeachCare for Kids®: Georgia Families Plus
Populations * LIM: Georgia Families Plus

e Children in Foster Care: Georgia Families Plus

* ABD (not receiving LTC): Georgia Families Plus
» ABD (HCBS): Georgia Families Plus

* ABD (Institutions): Georgia Families Plus

* Dual Eligibles: Georgia Families Plus

» Potential Expansion Population: Georgia Families Plus

Covered » All State Plan services, including behavioral health, dental, NET and pharmacy services
Services * LTC services, including administration of HCBS waiver services

* Care management services

Contracting * Contracts with health plans
Needs e Enrollment broker

e Actuarial services

* Provider credentialing vendor

* External Quality Review Organization

Payment » Full risk-based managed care program using risk adjustment

Structures » Value-based purchasing

Federal e 1915(b) waiver or 1115 waiver
Authorities
Other Encourage health plans to:

¢ Contract with ACOs and PCMHs
* Assist providers with forming PCMHs
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Option 2 — Georgia Families Plus Transitioning to “Commercial Style” Managed Care
Program

The ultimate aim under this option is to enroll many of Georgia Medicaid members in
“commercial style” managed care. Chapter 3: National Scan outlines some of the innovative
approaches being employed by commercial insurers to encourage healthy behaviors by their
members. Among the tools used by commercial managed care plans are copayments,
deductibles, HRAs, incentive payments and prizes and a myriad of other creative strategies.
While some of these can be used in a limited fashion in traditional Medicaid managed care
programs, the vast majority of these tools — most notably copayments and deductibles — are not
permitted in Medicaid for certain populations and services without seeking federal waiver
authority.52%

As is widely recognized, having health insurance makes the insured less sensitive to changes in
price or overall costs of care. Thus, insurers are not always inclined to make health behavior
decisions that result in the most efficient and economic use of services, or that result in the best
outcomes. To address this challenge, commercial health plans have designed and refined these
strategies so that their members stand to gain or lose from their health behavior decisions — so
that the members “have some skin in the game” and are incented to make good decisions about
their health and health care. Using “commercial style” managed care in Georgia Medicaid
would aim to do the same for selected groups of Georgia Medicaid members. This option is
essentially Option 1 with “Commercial style” managed care levers applied to some populations.

“Commercial style” managed care is not well suited to all Medicaid populations, so the
following populations would not be targeted for enrollment in the commercial model initially:
children in foster care; individuals who are aged, blind and disabled; and dually eligible
individuals. There would be an annual enrollment period each calendar year, and enrollees
would be locked in to their selected plan for the entire calendar year. Members who have
breaks in Medicaid eligibility would be re-enrolled in the same plan if their eligibility is

effective again in the same calendar year.

52 The Deficit Reduction Act of 2005 allows states to implement cost-sharing requirements for Medicaid members
without waiver approval, but exempts some populations. States may impose cost-sharing requirements on members
who are above 100 percent federal poverty level (FPL), but the requirement may not exceed five percent of their
income.

5 U.S. Department of Health and Human Services. Medicaid Cost-Savings Opportunities. February 3, 2011.
Available online: http://www.hhs.gov/news/press/2011pres/02/20110203tech.html
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Once the State gains experience operating the “commercial style” managed care program for the
other populations, it could consider expanding the program to include some of the populations
below. Including these populations will require significant thought and creative design to
address their unique needs.

While the long-term goal is to implement “commercial style” managed care for some
populations, the reality is that obtaining federal approval will take time, and expansion and
enhancement of Georgia Families will require substantial effort. To avoid potential challenges
with implementing two new programs at one time, Georgia Families Plus would be
implemented first given some infrastructure already exists for operating it. Additionally, we
anticipate federal approval of the “commercial style” managed care program would require a
longer timeframe. DCH would use a phased approach to eventually roll Georgia Families Plus
enrollees into the “commercial style” managed care program after receiving federal approval to
enroll these populations and when the program has evolved to a state that it would be
manageable for Georgia Families Plus enrollees.

With this option, DCH would implement Georgia Families Plus for children, including children
in foster care, for dual eligibles and for individuals who are aged, blind and disabled.
Additionally, all services would be carved in to Georgia Families Plus, including behavioral
health, transportation, dental, LTC and HCBS waiver services. The “commercial style” would

include behavioral health, transportation and dental services.

Georgia Families Plus expands upon the current Georgia Families program by incorporating
value-based purchasing,* further encouraging implementation of medical homes, reducing
administrative complexities and burdens for providers and members, increasing patient
compliance through incentives and disincentives, increasing focus on health and wellness
programs and preventive medicine and continuing to build upon current efforts to focus on
quality. The “commercial style” managed care program is also a full risk-based managed care
program with value-based purchasing.®® However, it includes all levers used by commercial
health plans to encourage patient compliance and participation in their health care and to
encourage providers to participate in initiatives to promote quality and improved health
outcomes. For example, it would include incentives, such as HRAs and penalties, such as cost-
sharing, to encourage appropriate member behavior and participation in their health care.
Members would receive HRAs for use in purchasing certain health care related services or items

not covered by Medicaid or for copayments.

54 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
% See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a
more quality-based program focused on improved outcomes through value-based purchasing.
It would also be designed to improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program, first
through Georgia Families Plus and even further through the “commercial style” model. As
with most newly implemented delivery systems, Georgia Families has been focused on
development of infrastructure and operations. DCH has, over the past couple of years, begun
to move to a program that is based on quality and outcomes. Georgia Families Plus would
enhance DCH’s ability to do so through value-based purchasing, which bases payment on
quality and not volume. The “commercial style” model would even further enhance DCH’s
ability to use a variety of “levers” to encourage appropriate member behavior and provider
participation in quality and care management efforts. DCH has already built an infrastructure
for operating a risk-based managed care program. By making some significant changes to the
current program to focus more on outcomes, administrative ease for providers and increased
and appropriate monitoring and oversight of contractors, DCH has an opportunity to improve
care for members currently served through Georgia Families as well as individuals in the FFS
delivery system who do not have access to care management services. There is increased
opportunity to care for the “whole person” by implementing one well-managed delivery
system. This option will also allow for DCH to maximize budget predictability.

To this point, caring for the “whole” dually eligible Medicare-Medicaid member would be an
important component of this delivery system. DCH could pursue financing options for duals
via the demonstration offerings currently available through CMMI, or DCH could pursue
streamlined financing by requiring all participating health plans to be Medicare Advantage

Special Needs Plans®

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.

Georgia Families Plus is much more — moving to a value-based purchasing system focused on

% A more extensive discussion of these options is provided in discussion of Phase II within this Chapter, under Long-
Term Care, HCBS and Dual Eligibles.
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quality and outcomes. Also, enrollment of the additional populations in both models would
require submission of a waiver application to CMS for approval, which could delay timelines.
The “commercial style” model will face additional hurdles in gaining CMS approval,
depending on the types of levers DCH decides to include. For example, CMS may not approve
cost-sharing requirements for certain populations. CMS, however, has recently approved
waivers for California and Texas to expand their managed care programs to new populations.

Ya7s

Texas’” “approval is the latest signal the administration will give broad leeway to states to
expand managed care in Medicaid if they meet performance measures showing they are
improving care.””” These value-based purchasing models would include such performance

measures.

Figure 5.10 below presents a high-level overview of design features we would recommend for
Option 2.

5 Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.
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Figure 5.10: Design Features for Option 2 — Georgia Families Plus Transitioning to

“Commercial Style” Managed Care Program

Feature Description

DCH Roles

Covered
Populations

Covered

Services

Contracting
Needs

Payment
Structures

Federal
Authorities

Other

* Conduct required procurements
* Setrates and pay health plans

* Provide oversight and monitoring of contractors

» PeachCare for Kids®: Georgia Families Plus

* LIM: Georgia Families Plus (children); “Commercial Style” (adults)
+ Children in Foster Care: Georgia Families Plus

* ABD (not receiving LTC): Georgia Families Plus

» ABD (HCBS): Georgia Families Plus

» ABD (Institutions): Georgia Families Plus

* Dual Eligibles: Georgia Families Plus

» Potential Expansion Population: “Commercial Style”

* Note: DCH could consider phasing other populations into “commercial style” managed
care at a later date, if desired.

* For both programs: All State Plan services, including behavioral health, dental and non-

emergency medical transportation, care management services

* Georgia Families Plus: LTC, including administration of HCBS waiver services

» Contracts with health plans

* Enrollment broker

* Actuarial services

* Provider credentialing vendor

* External Quality Review Organization

e Full risk-based managed care program using risk adjustment and value-based purchasing

* Commercial style plan members would have HRAs for use in purchasing certain health

care related services or items

e 1115 waiver

Encourage health plans to:
¢ Contract with ACOs and PCMHs
* Assist providers with forming PCMHs
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Option 3 — Georgia Families Plus Transitioning to “Commercial Style” Managed Care
Program that Requires Use of ACOs and PCMHs

The ultimate aim under this option is to enroll many of Georgia Medicaid members in
“commercial style” managed care. Chapter 3: National Scan outlines some of the innovative
approaches being employed by commercial insurers to encourage healthy behaviors by their
members. Among the tools used by commercial managed care plans are copayments,
deductibles, HRAs, incentive payments and prizes and a myriad of other creative strategies.
While some of these can be used in a limited fashion in traditional Medicaid managed care
programs, the vast majority of these tools — most notably copayments and deductibles — are not
permitted in Medicaid for certain populations and services without seeking federal waiver

authority %

As is widely recognized, having health insurance makes the insured less sensitive to changes in
price or overall costs of care. Thus, insurers are not always inclined to make health behavior
decisions that result in the most efficient and economic use of services, or that result in the best
outcomes. To address this challenge, commercial health plans have designed and refined these
strategies so that their members stand to gain or lose from their health behavior decisions — so
that the members “have some skin in the game” and are incented to make good decisions about
their health and health care. Using “commercial style” managed care in Georgia Medicaid

would aim to do the same for selected groups of Georgia Medicaid members.

“Commercial style” managed care is not well suited to all Medicaid populations, so the
following populations would not be targeted for enrollment in the commercial model initially:
children in foster care; individuals who are aged, blind and disabled; and dually eligible
individuals. There would be an annual enrollment period each calendar year, and enrollees
would be locked in to their selected plan for the entire calendar year. Members who have
breaks in Medicaid eligibility would be re-enrolled in the same plan if their eligibility is

effective again in the same calendar year.

Once the State gains experience operating the “commercial style” managed care program for the

other populations, it could consider expanding the program to include some of the populations

% The Deficit Reduction Act of 2005 allows states to implement cost-sharing requirements for Medicaid members
without waiver approval, but exempts some populations. States may impose cost-sharing requirements on members
who are above 100 percent FPL, but the requirement may not exceed five percent of their income.

% U.S. Department of Health and Human Services. Medicaid Cost-Savings Opportunities. February 3, 2011.
Available online: http://www.hhs.gov/news/press/2011pres/02/20110203tech.html
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below. Including these populations will require significant thought and creative design to

address their unique needs.

While the long-term goal is to implement “commercial style” managed care for some
populations, the reality is that obtaining federal approval will take time, and expansion and
enhancement of Georgia Families will require substantial effort. To avoid potential challenges
with implementing two new programs at one time, Georgia Families Plus would be
implemented first given some infrastructure already exists for operating it. Additionally, we
anticipate federal approval of the “commercial style” managed care program would require a
longer timeframe. DCH would use a phased approach to eventually roll Georgia Families Plus
enrollees into the “commercial style” managed care program after receiving federal approval to
enroll these populations and when the program has evolved to a state that it would be
manageable for Georgia Families Plus enrollees.

With this option, DCH would implement Georgia Families Plus for children, including children
in foster care, for dual eligibles and for individuals who are aged, blind and disabled.
Additionally, all services would be carved in to Georgia Families Plus, including behavioral
health, transportation, dental, LTC and HCBS waiver services. The “commercial style” would
include behavioral health, transportation and dental services. The only difference between
Option 2 and Option 3 is that participating CMOs would be contractually required to include
ACOs and PCMHs in their provider networks. Requiring inclusion of ACOs and PCMHs in
provider networks may help to move the Medicaid program to a more patient-centered
program that involves teams of providers sharing responsibility for care of the whole person.
Other states have been incorporating PCMHs into their programs and working successfully
with MCOs to do so. Pennsylvania, for example, worked with a CHIP health plan to develop a
program to better coordinate care with PCPs through mechanisms such as “communication
among multiple practitioners and facilities, and providing family-centered education to the
family to support adherence to the physician medical care plan.” The Commonwealth planned
to consider including requirements in its MCO reprocurement to encourage coordination,

“especially with regard to chronic needs, and to assist practices to become medical homes.”®

Georgia Families Plus expands upon the current Georgia Families program by incorporating
value-based purchasing,® further encouraging implementation of medical homes, reducing

administrative complexities and burdens for providers and members, increasing patient

® Beesla, R., Kaye, N., Takachand, M. Strategies States Can Use to Support the Infrastructure of a Medical Home.
May 2008. Available online:

http://nashp.org/sites/default/files/shpbriefing pcmhsupport.pdf?q=Files/shpbriefing pcmhsupport.pdf.

61 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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compliance through incentives and disincentives, increasing focus on health and wellness
programs and preventive medicine and continuing to build upon current efforts to focus on
quality. The “commercial style” managed care program is also a full risk-based managed care
program with value-based purchasing.®> However, it includes all levers used by commercial
health plans to encourage patient compliance and participation in their health care and to
encourage providers to participate in initiatives to promote quality and improved health
outcomes. For example, it would include incentives, such as HRAs and penalties, such as cost-
sharing, to encourage appropriate member behavior and participation in their health care.
Members would receive HRAs for use in purchasing certain health care-related services or

items not covered by Medicaid or for copayments.

While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a
more quality-based program focused on improved outcomes through value-based purchasing.

It would also be designed to improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program, first
through Georgia Families Plus and even further through the “commercial style” model. As
with most newly implemented delivery systems, Georgia Families has been focused on
development of infrastructure and operations. DCH has over the past couple of years begun to
move to a program that is based on quality and outcomes. Georgia Families Plus would
enhance DCH’s ability to do so through value-based purchasing, which bases payment on
quality and not volume. The “commercial style” model would even further enhance DCH’s
ability to use a variety of “levers” to encourage appropriate member behavior and provider
participation in quality and care management efforts. DCH has already built an infrastructure
for operating a risk-based managed care program. By making some significant changes to the
current program to focus more on outcomes, administrative ease for providers and increased
and appropriate monitoring and oversight of contractors, DCH has an opportunity to improve
care for members currently served through Georgia Families as well as individuals in the FFS
delivery system who do not have access to care management services. There is increased
opportunity to care for the “whole person” by implementing one well managed delivery
system. This option will also allow for DCH to maximize budget predictability.

To this point, caring for the “whole” dually eligible Medicare-Medicaid member would be an
important component of this delivery system. DCH could pursue financing options for duals

via the demonstration offerings currently available through CMMI, or DCH could pursue

62 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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streamlined financing by requiring all participating health plans to be Medicare Advantage
Special Needs Plans®

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.
Georgia Families Plus is much more — moving to a value-based purchasing system focused on
quality and outcomes. Also, DCH can include requirements for use of ACOs and PCMHs in
CMO contracts; however, contract requirement will not assure that CMOs will be successful in
enrolling them. Enrollment of the additional populations in both models would require
submission of a waiver application to CMS for approval, which could delay timelines. The
“commercial style” model will face additional hurdles in gaining CMS approval, depending on
the types of levers DCH decides to include. For example, CMS may not approve cost-sharing
requirements for certain populations, including most children and pregnant women. CMS,
however, has recently approved waivers for California and Texas to expand their managed care

7

programs to new populations. Texas” “approval is the latest signal the administration will give
broad leeway to states to expand managed care in Medicaid if they meet performance measures
showing they are improving care.”® These value-based purchasing models would include such

performance measures.

Figure 5.11 below presents a high-level overview of design features we would recommend for
Option 3.

6 A more extensive discussion of these options is provided in discussion of Phase II within this Chapter, under Long-
Term Care, HCBS and Dual Eligibles.

¢+ Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.
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Figure 5.11: Design Features for Option 3 — Georgia Families Plus Transitioning to

“Commercial Style” Managed Care Program that Requires Use of ACOs and PCMHs (i.e.,
Option 2 plus required use of ACOs and PCMHs)

Feature Description

DCH Roles

Covered
Populations

Covered
Services

Contracting
Needs

Payment
Structures

Federal
Authorities

Other

Conduct required procurements
Set rates and pay health plans

Provide oversight and monitoring of contractors

PeachCare for Kids®: Georgia Families Plus

LIM: Georgia Families Plus (children); “Commercial Style” (adults)
Children in Foster Care: Georgia Families Plus

ABD (not receiving LTC): Georgia Families Plus

ABD (HCBS): Georgia Families Plus

ABD (Institutions): Georgia Families Plus

Dual Eligibles: Georgia Families Plus

Potential Expansion Population: “Commercial Style”

For both programs: All State Plan services, including behavioral health, dental and non-
emergency medical transportation, care management services

Georgia Families Plus: LTC, including administration of HCBS waiver services

Contracts with health plans
Enrollment broker

Actuarial services

Provider credentialing vendor

External Quality Review Organization

Full risk-based managed care program using risk adjustment and value-based purchasing

Commercial style plan members would have HRAs for use in purchasing certain health care

related services or items

1115 waiver

Require health plans to:

Contract with ACOs and PCMHs
Assist providers with forming PCMHs
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Option 4 — Georgia Families Plus and Free Market Health Insurance Purchasing

With this option, DCH would implement Georgia Families Plus for children, including children
in foster care, and for individuals who are aged, blind and disabled and a free market health
insurance purchasing program for low-income needy adult populations and potential

expansion populations.

The free market model would give DCH the opportunity to implement an entirely new concept
for Medicaid programs. It would give members increased choice of health plans which may
increase their access to providers and would give members the responsibility for managing
their own care. This option will also allow for DCH to maximize budget predictability. Under

the free market model:

e DCH would define standard benefit packages, which would include all Medicaid
covered services or be benchmark benefit packages as allowed through the Deficit
Reduction Act (DRA). Like Medicaid, standard benefit packages would have limits on
copayments and would not have deductibles. DCH might also establish other rules
governing the delivery of care to Medicaid members. Most members would be required
to make copayments. (For example, foster children would be excluded from this

copayment requirement.)

e Insurers would offer the standard Medicaid benefit package as one of their products.
Insurers would also be required to offer a health rewards account to every member, and
funds from that account would not transfer if the member changed plans.

¢ Interested insurers would seek certification from the State authorizing them to offer the
Medicaid standard benefit package. (Either the Department of Insurance or DCH could
certify plans.)

e DCH would limit participation to less than six insurers. DCH could also elect to be open

to any willing qualified insurer.
e DCH would not contract directly with health plans and would not process claims.

e Medicaid members would be given a credit with which to purchase a standard Medicaid

benefit insurance product from a certified insurer.
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e Under the free market model, members would be able to purchase their insurance

through the free market.
e DCH would provide choice counselors to aid members in selecting a health insurer.

e There would be an annual enrollment period each calendar year, and enrollees would be
locked in to their selected health plan for the entire calendar year. Members who have
breaks in Medicaid eligibility would be re-enrolled in the same plan if their eligibility is

effective again in the same calendar year.

e An open enrollment period would be held at the end of each year, when members
would have the option to select a different health insurer.

e Members who join Medicaid during the calendar year would be permitted to select an
insurer mid-year. Enrollment with that insurer would begin in the month following

enrollment.

¢ Medicaid would no longer pay claims or operate a FFS program or other infrastructure

for members who participate in this free market program.

Georgia Families Plus expands upon the current Georgia Families program by incorporating
value-based purchasing,® further encouraging implementation of medical homes, reducing
administrative complexities and burdens for providers and members, increasing patient
compliance through incentives and disincentives, increasing focus on health and wellness
programs and preventive medicine and continuing to build upon current efforts to focus on
quality. Additionally, all services would be carved in to Georgia Families Plus, including
behavioral health, transportation, dental, LTC and HCBS waiver services.

To avoid potential challenges with implementing two new programs at one time, Georgia
Families Plus would be implemented first given existing infrastructure for operating it.
Additionally, we anticipate federal approval of the free market health insurance purchasing
program would require a longer timeframe, and the Supreme Court’s ruling on the
constitutionality of the ACA and any decisions required on Georgia’s part based on that ruling

may also impact timelines .

While some challenges have been identified, overall Georgia Families is working for a large
number of members. Creating Georgia Families Plus would expand DCH’s ability to develop a

6 See Chapter 4: Georgia-Specific Scan for a discussion about valued-based purchasing.
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more quality-based program focused on improved outcomes through value-based purchasing.

It would also be designed to improve administrative efficiencies for providers.

This option enables DCH to continue to evolve its risk-based managed care program. As with
most newly implemented delivery systems, Georgia Families has been focused on development
of infrastructure and operations. DCH has over the past couple of years begun to move to a
program that is based on quality and outcomes. Georgia Families Plus would enhance DCH’s
ability to do so through value-based purchasing, which bases payment on quality and not
volume. DCH has already built an infrastructure for operating a risk-based managed care
program. By making some significant changes to the current program to focus more on
outcomes, administrative ease for providers and increased and appropriate monitoring and
oversight of contractors, DCH has an opportunity to improve care for members currently
served through Georgia Families as well as individuals in the FFS delivery system who do not

have access to care management services.

Risks are associated with this model that must be considered. Our Georgia scan found
significant discontent among some providers with Georgia Families. DCH will also need to be
diligent in educating stakeholders about the significant differences between Georgia Families
Plus and Georgia Families. Stakeholders voiced concern that DCH will only “tweak” Georgia
Families, which they believe does not go far enough in creating an effective delivery system.
Georgia Families Plus is much more — moving to a value-based purchasing system focused on
quality and outcomes. Also, enrollment of the additional populations would require
submission of a waiver application to CMS for approval, which could delay timelines. CMS,
however, has recently approved waivers for California and Texas to expand their managed care

a7

programs to new populations. Texas” “approval is the latest signal the administration will give
broad leeway to states to expand managed care in Medicaid if they meet performance measures
showing they are improving care.”®® A value-based purchasing model would include such

performance measures.

The free market model will face additional hurdles in gaining CMS approval, as it is a model
that does not exist and places significant responsibility with the member which may not be
appropriate for all Medicaid members. Additionally, DCH would have little to no oversight of
the health plans in which members would have the opportunity to enroll, which may create
concerns with whether members have access to care and care management, whether members

use services appropriately and are encouraged to do so, and whether health plans” provider

% Galewitz, P. Kaiser Health News. Administration Ties Medicaid Managed Care Expansion to Performance.
December 13, 2011.
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network composition is sufficient to meet Medicaid members’ needs. The federal government,

however, is looking for creative solutions to problems in the Medicaid program.

Figure 5.12 below presents a high-level overview of design features we would recommend for
Option 4.

Figure 5.12: Design Features for Option 4 — Georgia Families Plus and Free Market Health
Insurance Purchasing

Feature Description

DCH Roles * Conduct required procurements
* Setrates and pay health plans
* Define benefit packages

* Provide oversight and monitoring of contractors

Covered * PeachCare for Kids®: Georgia Families Plus
Populations * LIN: Georgia Families Plus (children); Free Market (adults)
¢ Children in Foster Care: Georgia Families Plus
* ABD (not receiving LTC): Georgia Families Plus
+ ABD (HCBS): Georgia Families Plus
* ABD (Institutions): Georgia Families Plus
* Dual Eligibles: Georgia Families Plus

» Potential Expansion Population: Free Market

Covered * Georgia Families Plus: All State Plan services, including behavioral health, dental and non-
Services emergency medical transportation, LTC services, including administration of HCBS waiver

services, care management services

* Free market health insurance purchasing: Benchmark benefit packages that include all the
full scope of Medicaid services, including EPSDT services

Contracting For Georgia Families Plus:
Needs » Contracts with health plans
e Enrollment broker
* Actuarial services

* Provider credentialing vendor

* External Quality Review Organization
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Feature Description

Payment * Georgia Families Plus: Full risk-based managed care program using risk adjustment and

Structures value-based purchasing

» Free market health insurance purchasing: Members provided a credit for purchase of
insurance through the free market

Federal * 1115 global waiver
Authorities
Other For the free market model:

» Possible role for Department of Insurance in establishing regulations, certifying health

plans and conducting health plan oversight

* May need to establish a customer service function to assist individuals in selecting a plan

As with our assessment of generic delivery system options, Figure 5.13 presents an assessment
of the above-described delivery system permutations using a modified Kepner-Tregoe decision-
making method. Scoring is based on our perspective and understanding of each option and
how it will apply to Georgia. Those options with the highest total scores have the greatest
likelihood of enabling DCH to achieve its goals for the Medicaid and PeachCare for Kids®
programs. However, as DCH refines the design strategy through ongoing planning, it may
wish to revisit the individual scores. This initial scoring of options is a tool to help inform
DCH'’s decision-making and provides a framework for conducting a rational decision-making

process.
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Figure 5.13: Assessment of Delivery System Permutations for the Medicaid and PeachCare for Kids® Design Strategy®
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7 As DCH refines the design strategy through ongoing planning, it may wish to revisit the individual scores. This initial scoring of options is a tool to help inform
DCH’s decision-making and provides a framework for conducting a rational decision-making process.
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Phase IV: Recommendations and Next Steps for Program Design

Phase IV presents our recommendations for the delivery system for the future design strategy
of the Medicaid and PeachCare for Kids® programs, as well as recommended next steps in the

planning process for the overall program redesign.
A. Future Design Strategy Recommendations

Based on our assessment, we recommend DCH consider implementation of one of the following

three delivery systems:

¢ Georgia Families Plus Transitioning to “Commercial Style” Managed Care Program
that Requires Use of ACOs and PCMHs

¢ Georgia Families Plus Transitioning to “Commercial Style” Managed Care Program
¢ Georgia Families Plus

Each of these delivery systems incorporates a managed care model. Through implementation
and operation of Georgia Families over the past six years, DCH has built an infrastructure for
operation of a managed care model. Additionally, Georgia Families has realized successes and
improvements in health outcomes. However, care is currently managed for the majority of
Medicaid members but not those members who have the highest risks and use the costliest care.
It is time for the program to evolve to one that purchases for improved outcomes and value and
not for structure or process. The best opportunity for improving quality of care for members is
by caring for the whole person

Also, Navigant recommends that DCH consider carving in to the selected delivery system all
populations and services identified in Phase II of our assessment. As DCH considers carving in
each of these populations, DCH should give consideration throughout the decision-making and

planning process about:®

e How the needs of these populations differ from those populations traditionally

enrolled in managed delivery systems

68 See the Conclusions subsection and Appendices L through Q for more information about recommendations for
carving in populations and services.
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e How the needs of these populations differ in consideration of contract requirements

and skill sets for potential vendors

e Whether to use a phased approach to including these populations and services in

the selected delivery system

We recognize that some stakeholders voiced concerns with Georgia Families, and some have
advocated for particular population or service carve outs (e.g., behavioral health, dental, etc.) or
have recommended moving away from a managed care model. Often, Medicaid agencies
evolve in their role as purchasers. In the early evolutionary phases, they are often more focused
on developing infrastructure, designing and implementing new delivery systems and refining
program design to move towards increasingly higher quality targets. DCH and the CMOs have
refined the initial infrastructure and are working on the next generation of quality initiatives,
improvements and innovations. DCH staff managing these initial managed care contracts had a
learning curve. Staff turnover did not support seamless monitoring and movement to operating
in a managed care environment. DCH now has a history operating in a managed care
environment and staff now have the background and experience to seamlessly manage and
monitor a managed care program and take it to the next level of value-based purchasing. DCH
has identified areas for improvement with Georgia Families and is implementing contract

changes and monitoring and performance improvement initiatives to address these areas.

Additionally, as previously discussed in this report, our assessment found that some of the
concerns and frustrations voiced by stakeholders are not due to the Georgia Families program
design, but result from operational issues within the Medicaid program. Some are due to
misunderstandings of current program operations or historical challenges that may no longer
exist, which DCH could work to remedy through improved communications. DCH’s current
leadership is working to communicate to stakeholders about the following efforts that are

currently underway:
e Improve the provider credentialing process through collaboration with CMOs to
establish a shared credentialing function. This will significantly reduce provider

burden, reduce CMO administration costs and streamline DCH oversight.

e Improve eligibility processes: DCH will be implementing a new eligibility system in
January 2014.

e Improve CMO contract monitoring. DCH is currently reviewing contract language

and reporting requirements and revising those to focus on issues of most

NAVIGANT Page 5.59



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid

and PeachCare for Kids®

importance. DCH should continue to work to improve internal operations,
including development of more extensive and thorough contractor management and

oversight processes.

DCH should also address other concerns and challenges raised by stakeholders, such as

provider access, administrative complexity and member communications.

The recommended delivery systems identified through our assessment can help DCH to further
evolve its managed care delivery system. Through the recommended delivery systems, there is
opportunity to improve quality of care for members and provide for increased budget
predictability if effectively implemented and operated. In order to realize these opportunities,
DCH must allow for significant thought and time for planning the program design and
approach to implementation. DCH will also need to make sure adequate networks exist and
that the design strategy includes appropriate incentives for members, health plans and
providers.

B. Next Steps for Program Design

Now DCH must consider its redesign options and select a delivery system to implement and
populations and services to carve in. Regardless of the delivery system selected, DCH will
undergo a major program planning effort. In addition to the delivery system options,
populations and services analyzed in this report, there are many program design features that
DCH should consider in its program planning process. We outline in Figure 5.14 examples of
features that we believe to be key in planning and that could be considered as part of any of the
delivery system options recommended. The exact questions will depend upon the delivery
system DCH selects, but this is a sampling of some of the most important questions DCH is

likely to face.

We also recommend that throughout the planning process, DCH review research and literature
to drive lessons learned. As equally important is to stay abreast of how others states are
proceeding with their planned reforms. States have an opportunity to learn from each other in
this time of reform. We recommend beginning discussions with CMS very early in the planning
process to keep them apprised of potential approaches that DCH is considering and to gain
feedback about those approaches. Since the beginning of this redesign effort, DCH has been
committed to gaining stakeholder input, and we would encourage DCH to continue involving

the community throughout the planning process.
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Figure 5.14: Examples of Key Design Features to Consider After DCH Selects Design Strategy

Examples of Key Decisions (Applicable Key Decisions

Program Features Overview Will Depend Upon Design Strategy Selected)

Delivery System | Some delivery system options are not viable e  What “levers” could the delivery system include?

“Levers” administratively or operationally as stand-alone options, e Which levers are most likely to be effective and
but could be incorporated into other models. For example, improve outcomes?

DCH could explore options to require or encourage health | | Will the State implement “levers”, such as HRAS, to

plans to implement HRAs, HSAs, etc. The more “levers encourage member responsibility? If so, to what

that are achievable and implemented, the higher the populations will they apply?

likelihood of meeting goals.
e To what populations would the levers apply?

e What approvals are required to include these levers?

Care Management | DCH should decide how prescriptive to be with regard to e  Will DCH specify conditions that must be managed?

and Disease care management and disease management programs, and | 4 Will DCH specify minimum qualifications for case
Management consider options for streamlining care management across managers?
programs.

e  Who will perform risk assessments for each
population?

e Will vendors be at risk for their programs?

Medication DCH could implement a medication therapy management | ¢ Will Medication Therapy Management benefit
Therapy program. Two options may be: members, and if so, what type of program would
Management e Provide a case management fee to pharmacists provide the most benefit?
e Require vendors to implement as part of care * To what populations would the program apply?
management programs e  What services would be offered?

e How would the program coordinate with other care

management activities?

Contracted DCH must determine the types of vendors, if any, with e What types of vendors will be allowed to bid to
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Examples of Key Decisions (Applicable Key Decisions

Program Features Overview Will Depend Upon Design Strategy Selected)
Vendors which it will contract to help administer the delivery administer the program (e.g., local and national health
system. plans, ACOs, Special Needs Plans, etc.)?

e How many vendors will DCH procure for each service
area? Will the six service areas be maintained, changed
or consolidated? (CMS will likely require a choice of at
least two vendors per service area if the program is

mandatory.)

e If DCH elects to carve in behavioral health services, will
the health plans be required to administer in-house?
Or, will they have the flexibility to subcontract the

behavioral health services?

e If DCH elects to carve in HCBS, will DCH contract with
an independent entity to develop individualized

budgets or to conduct needs assessments?

e  Will other DCH contracts need amending, or will
additional procurements be needed?

e Can enrollment broker services for Medicaid and
PeachCare for Kids® be consolidated into a single
contract? And should any other services or contractor
functions be incorporated into that contract?

Special DCH should give special consideration throughout the e How do the needs of these populations differ from
Populations planning process to special populations. When carving in those populations traditionally enrolled in managed
each special population, DCH should give consideration delivery systems?
throughout the decision-making and planning process e What are the necessary skill sets vendors must possess
about how the needs of these populations differ from those to serve these populations?

populations traditionally covered under Medicaid managed

NAVIGANT Page 5-62



Chapter 5: Options for Georgia’s Future Design Strategy for Medicaid
and PeachCare for Kids®

Program Features

Overview

Examples of Key Decisions (Applicable Key Decisions

Will Depend Upon Design Strategy Selected)

care programs.

What should we require of vendors specific to these
populations?

If DCH elects to carve in populations and services such
as LTC and behavioral health, will DCH procure
separate vendors to provide these services?

How will DCH serve special populations such as
Medicaid spend-down members, prisoners, emergency

assistance for aliens?

Payment
Strategies

DCH may employ various payment strategies to assure that
providers are fairly reimbursed and that vendors” and
providers’ incentives are aligned with those of DCH.

Examples of payment strategies include

Risk Adjustment: Adjust payment rates for certain
populations

Pay-for-Performance: Provide incentive payments
to vendors and providers for meeting

predetermined quality indicators.

Bundled Rates: Provide payments for all services
rendered during one episode of care under one

rate.

Value-based Purchasing: Develop a payment
strategy that considers quality performance and
cost when contracting with health plans or

providers and is not based solely on volume

What payment strategies will DCH implement for

vendors?

How can DCH use value-based purchasing to evolve
the current system to one that focuses more on quality

and outcomes?

What payment strategies will DCH implement for
providers? Will DCH allow vendors to propose
payment strategies for providers?

Will DCH require physician incentive arrangements?

How will payment rates be determined (e.g., will DCH
adjust rates by age and eligibility category, based on the
results of the LTC assessment, etc.)?
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Examples of Key Decisions (Applicable Key Decisions

Program Features Overview Will Depend Upon Design Strategy Selected)
Penalties and DCH could offer rewards for engaging in healthy lifestyle e What penalties and rewards could DCH include in the
Rewards activities (smoking cessation, weight loss programs) and delivery system?

penalties for unhealthy behavior. For example, DCH could | 4 T what populations would they apply?

id iring impl tation of d t . . .
consider requiring implementation of fewards accounts or e  What approvals are required to include the penalties

limiting coverage for inappropriate use of services (e.g.
& & pprop (eg. and rewards?

limits to the number of hospital days covered per year,
¢ How will the rewards and benefits be determined?

coverage limits for inappropriate ER use)
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In addition to identifying program design features, DCH should spend significant time

considering implementation needs and operational issues. For example:

e What federal approvals are required for the program, and how do the required
approvals impact the implementation timeline? Required federal approvals will depend
on the delivery system implemented, populations included and the program design
features selected by DCH. Figure 5.15 provides an overview of the types of federal

approvals that could be required, ranging in order from least to most complex.

Figure 5.15: Spectrum of Federal Approvals — Least to Most Complex

Nontradibional

1115
19151ki Drzmonshatizn
Mo Waiver Waiver Waiver

State Flan Traditizaal 1115 Slobal Waiver
Aanendrmsnt Demmstration or Orther
Waiver Lrerazmshrahon
Walver

e Will DCH use a phased approach to implementation of the new delivery system? If so,
on what basis will it phase in — by population, by geographic location, by program
requirement (e.g., impose a requirement that any willing provider be permitted to join

MCO networks for the first year of operation), other?

e What changes, if any, are needed to DCH’s organizational structure to allow for
operations that will result in a successful program? For example, where will certain
functions be housed? What will the contract monitoring structure be? What staff
trainings and supports are required to allow for a smooth transition and ongoing

operations?

e What information systems and other operational changes are necessary? Identifying
information systems and operational changes as early in the process as possible is
necessary. As a representative from another state’s Medicaid agency indicated,
“shelving” certain items to complete after implementation due to insufficient

implementation timeframes results in problems down the road.

These are just a few of the program design features and next steps that DCH should consider.
As noted in Chapter 1: Overview of Program Goals, this report is the first in a series of steps DCH
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is taking to fully develop a new design strategy. Based on the delivery system DCH ultimately
implements, DCH will then need to conduct a planning process to further determine all key

design and programmatic features. For this planning process, DCH should:

Develop a high-level implementation timeframe

e Convene a team of people to develop recommendations for detailed program design

features
e Convene advisory groups and/or task forces, as needed

e Vet the preliminary recommended detailed program design features with
stakeholders

¢ Modify the recommended program design features to reflect stakeholder feedback
¢ Identify and develop strategies to mitigate risks

e Develop a detailed implementation plan and timeline, including waiver submission

and phased approaches, as necessitated by the detailed design strategy

The above steps are likely to be iterative, and the processes for internal DCH approvals and for
stakeholder input will require further development. Continued use of a deliberate decision-
making strategy, coupled with advance planning and a strong communication strategy, will
help DCH to achieve its goals and strategic requirements for the future Medicaid and
PeachCare for Kids® design strategy.
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